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Foreword 


Women’s Health and Nutrition: Making a Difference 
comes at an important time. The health risks women 
face due to their disproportionate poverty, low social 
Status, and reproductive role merit increased atten- 
tion. The World Bank recognizes that improving 
women’s health and nutrition contributes signifi- 
cantly to poverty alleviation and human resource 
development. Investing in women’s health makes 
sense on both humanitarian and economic grounds. 

This paper examines women’s health problems 
from infancy to old age and sets forth a strategy for 
developing countries and their partners to improve 
women’s health and nutrition through a set of cost- 
effective essential health services that address the 
major causes of death and disability among women 
in developing countries. Because social and cultural 
factors influence women’s health and well-being, 
the paper also recommends policy reforms and pub- 
lic education programs that promote positive health 
practices and reduce gender discrimination. Vitally 
important to this effort in the longer term are 
increased education for girls, greater employment 
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opportunities for women, and dedicated efforts to 
involve women more fully in the development 
process. The paper recommends special emphasis on 
the adolescent girl, since it is in this transitional 
Stage when the intergenerational cycle of early 
childbearing, poor health and nutrition, and 
poverty can be broken. 

This paper was prepared to assist World Bank staff 
and their colleagues in borrowing countries with 
tools for analysis and planning to improve women’s 
health and nutrition. It is hoped that others who 
have a professional concern for women’s health and 
nutrition in donor governments, international agen- 
cies, and nongovernmental organizations will find it 
useful in the design, implementation, and monitor- 
ing of women’s health and nutrition programs. 

In partnership, governments, donor and other 
international agencies, and local communities have 
considerable power to improve the health and nutri- 
tion of women. Working together, we can make a 
difference for women of this generation and their 
daughters who follow. 


Janet de Merode 
Director 
Population, Health and Nutrition Department 
Human Resources Development 
and Operations Policy 
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Abstract 


From poverty reduction to intergenerational bene- 
fits and economic efficiency, the arguments for 
investing in women’s health and nutrition are com- 
pelling. Many health interventions directed specifi- 
cally at women are among the most cost-effective 
health interventions available today. Improving 
women’s health has multiple external benefits that 
enhance the survival and well-being of children and 
the productive capacity of the economy. And invest- 
ment in women’s health can help remedy health dis- 
advantages that are rooted in women’s low 
socioeconomic status and reproductive functions 
and responsibilities. 

This paper provides an overview of women’s 
health and nutrition by considering the entire life 
cycle of the women—a meaningful approach 
because problems and behaviors that begin in child- 
hood and adolescence have cumulative conse- 
quences that can profoundly affect a woman’s 
health in later life. Previously neglected periods of a 
women’s life, such as adolescence and the post- 
reproductive ages, are examined. In addition to bio- 
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logical problems, the paper addresses the broader 
social issues that affect health, such as gender dis- 
crimination and violence against women. 

Offering a rational basis to improve women’s 
health that works within the constraints faced by 
developing countries, the paper provides guidance 
for policy makers and program planners on how to 
redirect scarce resources to the most cost-effective 
interventions. The Essential Services for women’s 
health described in the paper are interventions that 
have widespread benefits of sufficient importance to 
justify public funding, even in the poorest countries. 
The Expanded Services consist of additional inter- 
ventions that can be implemented by middle 
income countries—and by poorer countries to the 
extent resources permit. The paper also reviews 
country experiences and recommends actions gov- 
ernments can take—and the kind of support inter- 
national organizations can provide—to make a 
difference in the health and nutrition of women in 
developing countries. 


Executive Summary 


The arguments for accelerating investment in 
women’s health and nutrition are compelling: such 
investments promote equity, widespread benefits for 
this generation and the next, and economic effi- 
ciency. Women’s disproportionate poverty, low 
social status, and reproductive role expose them to 
high health risks, resulting in needless and largely 
preventable suffering and premature death. A 
woman’s health and nutritional status is both a 
national and an individual welfare concern because 
it affects the next generation, through its impact on 
her children, as well as her productivity at the house- 
hold level and in the informal and formal sectors of 
the economy. Because many of the interventions 
that address women’s health problems are highly 
cost-effective, any national health investment strat- 
egy based on achieving the greatest health gains at 
the least cost will give considerable emphasis to 
interventions directed at women. Special attention 
is warranted to reach women during adolescence, 
when reproductive and other lifestyle behaviors set 
the stage for later life. 


Women’s Health throughout the Life Cycle 


A life cycle approach to women’s health takes into 
account both the specific and the cumulative effects 
of poor health and nutrition. Many of the health 
problems affecting women of reproductive age, their 
newborns, and older women begin in childhood and 
adolescence. For example, inadequate diet in youth 
and adolescence can lead to anemia or stunting, 
which contribute to complications in childbirth and 
underweight babies, and insufficient calcium can 
lead to osteoporosis later in life. 

The following examples sketch a picture of some 
of the health and nutrition problems women face in 
developing countries: 

e In a clinic in Asia, 7,999 of 8,000 abortions per- 
formed after parents learned the sex of the fetus 
averted the birth of girls. 


In Africa each year, an estimated 2 million young 
girls, most between four and eight years of age, 
are subject to genital mutilation (removal of part 
or all of the external genitals). 
e The pregnancy rate among unmarried adoles- 
cents is at an all-time hign in many countries. 
¢ Women between the ages of fifteen and twenty- 
five now account for 70 percent of HIV infections 
among females worldwide. 
Anemia is highly prevalent throughout the 
developing world and appears to be worsening in 
Sub-Saharan Africa and South Asia, where it 
affects 40 to 60 percent of women fifteen to forty- 
nine years old. 
¢ Women’s lack of access to contraceptives results 
in more abortions than live births in parts of 
Eastern Europe and Central Asia. Worldwide, 
complications from unsafe abortion are a major 
cause of maternal death. 
While infant mortality rates have dropped by 
half over the last three decades, maternal mor- 
tality ratios have lagged substantially, with little 
evidence of progress in the least developed 
countries. 
¢ Cancer of the cervix, which peaks among women 
between forty and fifty years of age, accounts for 
more new cases of cancer each year in develop- 
ing countries than any other type of cancer. 
Recent evidence reveals that domestic violence, 
rape, and sexual abuse are a significant cause of dis- 
ability among women; between 20 and 60 percent 
of women surveyed in various countries report 
that they have been beaten by their partners. 


Essential Services for Women 


Most of the leading causes of death and disability of 
women in developing countries can be prevented or 
treated through highly cost-effective interventions. 

Any national package of interventions designed 
on the basis of cost-effectiveness and the disease bur- 
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den would include the following Essential Services 
for women: 

e Prevention and management of unwanted pregnan- 
cies. Family planning services, treatment for 
complications of unsafe abortion, and safe abor- 
tion services can greatly reduce death and illness 
among women. 

¢ Safe pregnancy and delivery services. Prenatal care, 
safe delivery, and postpartum care can have a 
significant impact on the health of women and 
their newborn children. Services should include 
tetanus toxoid immunization, micronutrient 
supplementation, counseling, and the detec- 
tion, prompt referral, and treatment of obstetric 
complications. 

e Prevention and management of sexually transmit- 
ted diseases. Promoting condom use can help 
prevent the spread of sexually transmitted dis- 
eases (such as syphilis, gonorrhea, chlamydia, 
and HIV/AIDS), and timely management of 
such diseases can avert both acute and long- 
term complications. 

Promotion of positive health practices, including 
delayed childbearing, safe sex, and adequate nutri- 
tion. Public education programs and counseling 
by health workers can help to change social 
norms and encourage girls and women to adopt 
healthful behaviors and seek medical help when 
needed. Schools can explore these topics in the 
classroom. 

Prevention of practices harmful to health, such as less 
food and health care for girls than boys and violence 
against women. By raising awareness among pol- 
icymakers, health providers, and the public of 
the harmful health consequences of these prac- 
tices, governments can be a positive force for 
change. 

Even in the poorest countries, governments can 
help to establish these Essential Services and ensure 
access to them by financing health interventions for 
the poor in the national package and interventions 
to change behavior for the entire population. 
Services beyond the national package should be 
financed from private sources. 

Where resources permit a more comprehensive 
national package of interventions against a larger 
number of diseases and conditions, the Essential 
Services could be expanded and upgraded to include: 

¢ A wider choice of short- and long-term contra- 
ceptive methods 

¢ Enhanced maternity care 

¢ Expanded screening for and treatment of sexu- 
ally transmitted diseases 


¢ Nutrition assistance for vulnerable groups 
© Cervical and breast cancer screening and 
treatment 
¢ Increased attention to early prevention 
¢ Increased policy dialogue and strategic efforts to 
reduce gender discrimination and violence 
e Greater attention to the health problems of 
women beyond reproductive age. 
Many of these interventions require collaboration 
between health and other agencies in the public and 
private sectors, including private insurers and private 
providers. Even when governments finance the 
Essential Services, they do not necessarily have to 
provide them. Publicly financed services can be pro- 
vided by public or private providers. And to ensure 
coverage of those who have private health insurance, 
governments can mandate that private health insur- 
ance benefits always include the Essential Services. 


What National Health Programs Can Do 


Governments have considerable power to improve 
the health outlook for their female citizens if they 
are willing to enact and promote gender-sensitive 
policies and to strengthen women’s health services. 
Effective policy reform must include not only 
changes in the health delivery system but also 
efforts to redress social, educational, and economic 
inequities. 

Existing services can be improved, extended, and 
tailored to fit local conditions. For example, where 
cultural norms discourage women from receiving 
care from men, governments could recruit and train 
more female health providers. In the design and 
implementation of health prog-ams, attention can 
be paid to factors that have particular relevance to 
women because of biological and social influences: 
access, quality (including provider competence, 
counseling, continuity of care, and privacy), num- 
ber of female health providers, and responsibilities 
of nonphysicians, such as midwives. Collection and 
analysis of gender-specific information on health 
care utilization and health status can guide govern- 
ments in the design and implementation of 
women’s health services. 

By working closely with the private sector to 
deliver information and services to improve 
women’s health and nutrition, governments can 
help derive the greatest benefits from national 
health resources. Nongovernmental organizations 
that are well-respected in the community can be 
helpful in reaching and representing disadvantaged 
women. Private for-profit providers can supplement 


. government programs by offering a broader range of 
services to those who can afford to pay for them. 

National education programs can be used to 
promote positive health behaviors and to change 
attitudes and conduct that are harmful to women. 
Such programs have been effective in changing a 
wide range of health behaviors related to family 
planning, nutrition, AIDS prevention, and tobacco 
consumption. 


What Assistance Agencies Can Do 


By increasing policymakers’ awareness of the real 
social and economic gains from improvements in 
women’s health, foreign assistance agencies— 
including the World Bank—can have an impact far 
beyond their monetary contribution. International 
agencies can help by informing national decision- 
makers about lessons gleaned from worldwide expe- 
rience and by supporting interventions that have 
proved cost-effective. External inputs may be partic- 
ularly helpful in the design of demonstration pro- 
jects and the expansion of women’s health programs 
to a national scale. 


Overview of Women’s Health and Nutrition: 
Making a Difference 


Education, employment opportunities, and other 
factors outside the health sector have an important 
bearing on women’s health. Although this paper 
addresses actions that can be taken by the health 
sector, it also provides recommendations for 
broader efforts. Its recommendations for invest- 
ments to address the key health problems affecting 
women at different stages of life are based on con- 
cerns for human welfare and economic efficiency. 
The paper suggests essential clinical and public 
health interventions and emphasizes the special 
benefits derived from targeting programs to the 
young. Finally, it discusses factors to be considered 
in planning and implementing government pro- 
grams and describes ways that assistance agencies 
can support such programs. The hope is that the 
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examples of experience in many countries will 
spark fruitful discussion on policy and program 
options, stimulate action, and improve the coordi- 
nation needed to make a difference in the health of 
women throughout the world. 

To guide the reader, the following summary 
describes the paper’s contents by chapter and 
intended audience: 

¢ Why Invest in Women’s Health and Nutrition? 
Chapter 1 presents reasons for financing inter- 
ventions to improve women’s health and nutri- 
tion. It may be especially useful for policy 
dialogue. 

¢ An Overview of Women’s Health and Nutrition. 
Chapter 2 summarizes key health problems 
affecting women. It provides a framework for 
policy decisions and program planning. 
Health and Nutrition Interventions for Women. 
Chapter 3 lists the essential and expanded health 
services recommended to address women’s 
health problems in low- and middle-income 
countries. It may be useful to program planners 
and managers as well as policymakers. 
e Issues for National Program Planning. Chapter 4 
discusses key aspects of program planning and 
implementation, including the impact of gov- 
ernment policies, the need for government 
financing, collaboration with the private sector, 
quality of care, and data requirements. It may be 
helpful to health professionals at all levels as 
well as to national decisionmakers and program 
planners. 
Role of International Assistance. Chapter S suggests 
ways that the World Bank and other assistance 
agencies can contribute to improvements in 
women’s health services through policy dia- 
logue, sector work, project preparation, funding 
for research, and donor coordination. It also dis- 
cusses women’s health problems and potential 
strategies on a regional basis. It is intended pri- 
marily for staff of the World Bank and other assis- 
tance agencies. 
More detailed information needed for program 
planning is included in the annexes. 


Chapter One 


Wh 
an 


Nutrition? 


Evidence from around the world has demonstrated 
that investment in people’s health is fundamental to 
improving a country’s general welfare and economic 
growth, as well as to reducing poverty (World Bank 
1993c). This report focuses on how public invest- 
ment in women’s health and nutrition, in particu- 
lar, can contribute to balanced sustainable economic 
growth by: 


1. 


measures the risk women face of dying once pregnant. The maternal mortali 


pregnancy or childbirth per 100,000 women age 15-49. The rate reflects both the maternal mortality ratio and the fer- 
tility rate. 


Improving equity and the quality of life. Initiatives 
to improve women’s health could save millions 
of women from needless suffering or premature 
death and enable them to lead fully productive 
lives. Today, women in many countries suffer a 
disproportionate share of avoidable disability 
largely because of their low socioeconomic status 
and reproductive role. 

Conferring widespread benefits. Investments in 
women’s health have multiple payoffs. In 
addition to improving individual well-being 
and the actual and potential economic contri- 
bution women make, families, communities, 
and the national economy also significantly 
benefit. In particular, women’s health has a 
major impact on child survival, family well- 
being, and the health and productivity of 
future generations. 

Improving efficiency. Redirecting public spending 
to highly cost-effective interventions will 
improve allocative efficiency. Health interven- 
tions that address women’s health problems are 
among the most cost-effective available in devel- 
oping countries. More than half of the years lost 
to poor health by women up to age forty-five 
could be partially or substantially saved through 
low-cost health interventions. 


Invest in Women’s Health 


Differentials in Health 


Fertility and infant and child mortality rates have 

dropped substantially in developing countries over 
the past three decades. From 1962 to 1992 infant 
mortality in the developing world dropped by 50 
percent, and fertility rates fell by 40 percent (UN 
1993). Fertility regulation has contributed to 
women’s health by reducing the number of preg- 
nancies—and their associated risks—and giving 
women more control over their lives. 

Progress has been much slower in other areas sig- 
nificant to women’s health. Maternal mortality ratios 
and rates reflect the widest disparity in human devel- 
opment indicators between developed and develop- 
ing countries.' In Sub-Saharan Africa, where the ratio 
is 700 maternal deaths per 100,000 live births, a 
woman runs a one in twenty-two risk of dying from 
pregnancy-related causes during her lifetime; in 
South Asia, the risk is one in thirty-four; and in South 
America, one in 115—the risk drops in Northern 
Europe to one in 10,000 (UN 1993; Herz and 
Measham 1987). Except in countries with relatively 
low maternal mortality ratios (fewer than 100 mater- 
nal deaths per 100,000 births), the World Health 
Organization has found scant evidence of any 
progress in reducing maternal mortality in recent 
years (WHO 1992c). In Bangladesh, for example, 
although the total fertility rate declined by one-third 
and child mortality by almost one-half in just over 
two decades, the maternal mortality ratio remained 
virtually unchanged (Khan, Farida, and Begum 1986; 
World Bank 1992d; World Bank 1993b). 

As it now stands, most women in the developing 
world lack ready access to a selection of fertility con- 


The maternal mortality ratio is the number of women dying in pregnancy and childbirth per 100,000 live births. It 


ty rate is the number of women dying in 


trol methods and to basic maternity care. Many 
_countries have largely neglected interventions to 


* control other problems to which women are partic- 


- 


a 


ularly vulnerable, such as sexually transmitted dis- 
eases, malnutrition, and gender violence. Moreover, 
the women’s health initiatives that are in place are 
inadequate and tend to focus on married, child- 
bearing women. Girls, adolescents, older women, 
and unmarried or childless women of reproductive 
age rarely receive the attention of public health 
administrators. 

Women’s health status is affected by complex 
biological, social, and cultural factors that are highly 
interrelated (Figure 1.1). To reach women effectively, 
health systems must take into account the biologi- 
cal factors that increase health risks for women and 
such sociocultural determinants of health as age of 
marriage and attitudes towards adolescent sexuality, 
as well as psychological factors, such as depression 
arising from gender violence. Over the longer term, 
broader efforts—particularly increased female edu- 
cation—will help reduce many of the barriers to 
women’s health. 


Biological determinants of women’s health 


Under optimal conditions for both men and women 
a woman’s life expectancy at birth is 1.03 that of 
men (Coale and Demeny 1983; World Bank 1993c). 
Many countries show a considerably higher advan- 
tage to females; in most industrialized countries 
their life expectancy is over 1.06 that of men, and as 
high as 1.10 in Canada. In most developing coun- 
tries, however, the ratio is much lower, even drop- 
ping below one in parts of Asia, to a low of 0.97 in 
Bhutan—a sign of socioeconomic conditions partic- 
ularly inimical to women and girls (Keyfitz and 
Flieger 1990). 

While the major health risks related to preg- 
nancy are well known, other health problems asso- 
ciated with women’s reproductive biology may be 


Figure 1.1: Determinants of women's health status 
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less recognized. Menstruation, for example, renders 
women more susceptible than men to iron- 
deficiency anemia. Certain conditions can be exac- 
erbated by pregnancy, including anemia, protein 
-energy malnutrition, hepatitis, malaria, tuberculo- 
sis, sickle cell disease, diabetes and heart disease. 
Complications of pregnancy may also cause perma- 
nent damage, such as uterine prolapse and obstetric 
fistulae. 

Due to biological factors, women have a higher 
risk per exposure than men of becoming infected 
with sexually transmitted diseases including HIV. In 
addition, because women with sexually transmitted 
diseases are more likely than men to have no symp- 
toms, they may delay treatment until an advanced 
stage, with more severe consequences. Human 
papillomavirus infection results in genital cancer 
much more frequently in women than in men and 
is the single most important risk factor for cancer of 
the cervix. Cancer of the cervix accounts for more 
new cases of cancer each year in developing coun- 
tries than any other type of cancer (Parkin et al. 
1988). And although women of reproductive age are 
thought to receive some protection against cardio- 
vascular disease from the hormone estrogen, their 
risk increases after menopause. By age sixty-five, a 
higher proportion of women than men die as a con- 
sequence of cardiovascular conditions (Lopez 1993). 

Though the reasons are not well understood, 
women tend to have fewer injuries than men. The 
behavior patterns of men, including higher alcohol 
consumption, place them at a higher risk for most 
injuries, though biology may also play a role 
(Stansfield et al. 1993). 


Socioeconomic influences on women’s health 


The cultural and socioeconomic environment 
affects women’s exposure to disease and injury, their 
diet, their access to and use of health services, and 
the manifestations and consequences of disease. 
Indoor cooking, for example, is one of the most seri- 
ous occupational health and environmental hazards 
in the developing world because of the acute and 
chronic—and sometimes fatal—consequences of 
inhalation of smoke and toxic gases, as well as acci- 
dental burnings (WHO 1986; World Bank 1992d). A 
study in India found women’s exposure to cooking 
fumes to be equivalent to smoking twenty packs of 
cigarettes a day (Smyke 1991). 

Women’s disadvantaged social position, which is 
often related to the economic value placed on famil- 
ial roles, helps perpetuate poor health, inadequate 
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diet, early and frequent pregnancy, and a continued 
cycle of poverty. Parents may invest less in girls 
because they perceive them to have less economic 
potential, since girls often become part of another 
family at marriage and generally earn less income. As 
a result, from infancy, females in many parts of the 
world receive less food and food of lower quality and 
are treated less often when sick, and then only at a 
more advanced stage of disease. In countries where 
women are less educated, receive less information 
than men, and have less control over decision- 
making and family resources, they are also less apt to 
recognize health problems or to seek care. Cultural 
factors, such as restrictions on women travelling 
alone or being treated by male health care providers, 
restrict women’s use of health services in some 
Middle Eastern countries, for example. 

Women’s low socioeconomic status can also 
expose them to physical and sexual abuse and men- 
tal depression. Unequal power in sexual relation- 
ships exposes women to unwanted pregnancy and 
sexually transmitted diseases, including HIV/AIDS. 
With changing social values and economic pres- 
sures, girls are engaging in sexual relationships at an 
increasingly earlier age. The worst manifestation of 
this phenomenon is the growing number of young 
girls forced into prostitution, especially in Asia. 

The general level of underdevelopment may 
pose additional health risks for women. Poor roads 
and lack of transport, as well as inadequate obstetric 
facilities, hinder women from receiving timely med- 
ical treatment for obstructed labor, hemorrhage, and 
other pregnancy-related complications. Inadequate 
water supply, lack of electricity, and poor sanitation 
impose extra hardships and burdens on women 
because of their household responsibilities such as 
fetching water and fuelwood, cooking, and caring 
for children. 

Because women represent a disproportionate 
share of the poor (UN 1991b), poverty further cur- 
tails their access to health services. They have less 
disposable income to spend on health because their 
wages for the same or similar work are substantially 
lower than men’s and because much of their work 
is outside the formal sector and not financially 
remunerated. Furthermore, because of their multi- 
ple tasks and responsibilities, women face high 

opportunity costs for time spent on health care. 
Girls begin working at an earlier age than boys and 
spend more hours working each day (paid and 
unpaid), throughout their lives, in all regions (UN 
1991b). Studies in Kenya and Peru confirm that dis- 
tance and user fees are a larger obstacle to women 


than to men in seeking medical care (Mwabu, 


«4 


Ainsworth, and Nyamete 1993; Gertler and Van der re 


Gaag 1990). — 
The strongest evidence of gender differentials in 


health status and use of health services has been doc- 
umented for both children and adults in South Asia. 
A study in India found that protein-energy malnu- 
trition was four to five times more prevalent among 
girls, and yet boys were fifty times more likely to be 
hospitalized for treatment (Das Gupta 1987). 
Community-based studies in India found that 
women had a higher rate of illness and disease than 
men in the same household, but used health services 
less often (World Bank 1992d). Studies in other 
countries also have found that even where there is 
no apparent gender difference in prevalence, 
women may be less likely than men to seek care for 
infectious disease. In Colombia and Thailand, for 
example, about six times as many adult men as 
women attend malaria clinics for treatment (Vlassof 
and Bonilla 1992; Ettling et al. 1989). 


Widespread Impact of Women’s Health 


Improving women’s health has significant benefits 
not only for women but for their children and the 
national economy. Yet standard cost-effectiveness 
calculations applied to health interventions gener- 
ally fail to take these positive externalities into 
account. Pregnancy care is an exception, however, 
since the main health benefits included in the cost- 
effectiveness calculations are derived from improve- 
ments in the health of the baby. 


Child survival 


To a large extent, the well-being of children depends 
on the health of their mother. In developing coun- 
tries, a mother’s death in childbirth means almost 
certain death for a newly born child and severe con- 
sequences for her older children. A recent Study in 
Bangladesh of children up to age ten found that a 
mother’s death sharply increases the chances that 
her children will die within two years, especially her 
daughters. Children whose mothers die are three to 
ten times more likely to die within two years than 
those with living parents (Figure 1.2). A father’s 
death only has a significant effect on the survival 
prospects of his children between the ages of five 
and nine, and the impact is just half that of the 
mother’s death (Strong 1992). 

When mothers are malnourished, sickly, or 
receiving inadequate prenatal and delivery care, 


i 


4 


their children face a higher risk of disease and pre- 


- mature death. The effect on perinatal outcomes is 


particularly strong. Each year, seven million infants 
die within a week of birth and twenty-one million 
low-birth-weight babies are born. The prospects for 
many of these babies could be improved by improv- 
ing women’s health and nutrition and providing 
good maternity care (WHO 1993a; WHO and 
UNICEF 1992). 

Maternal anemia and small pelvic size among 
women whose growth has been stunted increase the 
risk of both maternal and infant mortality. lodine- 
deficient mothers are at greater risk of giving birth 
to infants with severe mental retardation and other 


eo congenital abnormalities. Pregnancy in early ado- 


lescence has additional harmful effects, from low- 
birth-weight babies to premature cessation of the 
mother’s growth, setting in motion an intergenera- 
tional cycle of ill health and growth failure (Figure 
1.3). Proper nutrition and health care can interrupt 
this intergenerational cycle. 


Productivity, family welfare, and poverty reduction 


Reducing fertility and improving women’s health 
can improve individual productivity and family well- 
being and, particularly when combined with educa- 
tion and access to jobs, can also accelerate a nation’s 


Figure 1.2: Children's probability of dying rises sharply 
with their mother's death, Matlab, Bangladesh, 
1983-89 
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economic development. Women’s current contribu- 
tions are substantial, although only partially 
reflected in official economic statistics, and their 
potential is underutilized. Women are responsible for 
up to three-quarters of the food produced annually 
in the developing world. In parts of Africa, women 
produce 80 percent of the food consumed domesti- 
cally and at least SO percent of export crops. Women 
also constitute one-third of the world’s wage-labor 
force and one-fourth of the industrial labor force. 
Much of women’s work—both inside and outside the 
home—is unpaid and, therefore, not counted. If the 
gross domestic product included domestic work, it 
would increase by 25 percent (UN 1991). 

Poor health reduces women’s productive capac- 
ity to carry out their multiple productive and repro- 
ductive responsibilities. Studies of women tea 
workers in Sri Lanka and cotton mill workers in 
China, for example, have documented the reduced 
productivity associated with iron deficiency and the 
positive effects of iron supplementation on work 
output (Edgerton et al. 1979 and Ruoweiet al. 1994). 
Frequent pregnancies and poor health not only 
drain their productive energy, but also contribute to 
their poverty. A study in one area of India found that 
the female labor force was reduced 22 percent due to 
disability. Illness was also found to be the second 
highest cause of indebtedness in India—affecting 
women most profoundly since they predominate in 
the ranks of the poor (Chatterjee 1991). 

Women’s health is central not only to wage- 
earning but also to the performance of their many 
household tasks. Within the family, women bear 
principal responsibility for maintaining the home 
and caring for society’s dependents—children and 
the elderly. They collect water and fuel (Tanzanian 
women, for example, use up to 20 percent of their 
caloric intake collecting water) cook for and feed 
the family, and perform other tasks essential to 
household maintenance. 

As the principal providers of family health care, 
women tend to the sick and disabled and protect chil- 


Figure 1.3: Intergenerational cycle of growth failure 
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dren’s health. Although not officially recognized as 
health workers, women are responsible for 70 to 80 
percent of all the health care provided in developing 
countries. Therefore, improving their health status 
and educating them to prevent and detect infectious 
diseases and practice proper hygiene and nutrition is 
a cost-effective approach to improving family health 
(Leslie et al. 1986). Women’s familial responsibilities 
carry high opportunity costs, reflected in absenteeism 
from the workforce associated with pregnancy or the 
caring of sick children, for example. 

A woman’s health status affects not only the 
health of her children but also other aspects of their 
welfare. The preliminary results of a study in 
Tanzania suggest that a woman’s death has an 
important influence on children’s education, partic- 
ularly at the secondary school level. In households 
where an adult woman had died within the last 12 


months, children spent one-half the time in school — 


than did those where such a death had not occurred. 
The effect did not appear significant when an adult 
male died (Over et al. forthcoming). 

Women are more likely than men to spend their 
income on family welfare. In Guatemala, it takes fif- 
teen times more spending to achieve a given 
improvement in child nutrition when income is 
earned by the father than when it is earned by the 
mother (World Bank 1993c). 

Evidence suggests that efforts to improve the 
health and nutritional status of women could be 
critical to the goal of poverty reduction. The weight 
of poverty falls more heavily on women. In addition 
to low health and nutritional status, poor women 
have low education levels. In the developing world 
there are only 86 females per 100 males in primary 
schools, 75 in secondary schools, and 64 in tertiary 
education. Finally, women have less access to remu- 
nerative activities. Evidence form diverse country 
settings—Burkina Faso, Cameroon, India, Lebanon, 
Nepal, and the Philippines—suggests that when the 
time spent on home production is valued, women 
contribute between 40 to 60 percent of household 
income (World Bank 1994), Among the poor, 
women-headed households, especially, are at a 
greater economic disadvantage than male or joint- 
headed households because of the lower earnings of 
women and the dual nature of their work burden, 
which imposes severe time constraints, restricting 
their access to social and health services 
(Rosenhouse 1989). Women-headed households are 

becoming more prevalent and already represent 20 
percent of all households in Africa, Latin America 
and the Caribbean. 


Investing in women’s health fits fully within the 
World Bank’s two pronged strategy for poverty 
reduction, which includes (a) the introduction of 
broad-based, labor-absorbing economic growth to 
generate income-earning opportunities for the poor 
and (b) improved access to education, health care 
and other social services to help the poor take advan- 
tage of these opportunities (World Bank 1994). The 
adverse effects of ill-health, both on income and on 
personal and household welfare, are the greatest for 
the poor. There is evidence that improved health 
and nutrition reduces infant and child mortality and 
contributes to demand for smaller families. Smaller 
family size in turn has a positive impact on poverty 
by saving household resources. A growing body of 
research also points to the positive effects of health 
and nutrition on the labor productivity of the poor 
(Behrman 1990). To the extent that women are over- 
represented among the poor, interventions for 
improving women’s health and nutrition are, there- 
fore, critical to efforts for poverty reduction. 


The Cost-Effectiveness of Women’s Health 
Interventions 


For the major causes of death and disability for males 
and females by age group in developing countries, 
there is a greater convergence of relative disease bur- 
den and cost-effective interventions for females 
than for males (Table 1.1). Highly cost-effective 
interventions—those costing less than US$100 per 
disability-adjusted life year saved (DALY)—can ben- 
efit more females between the ages of five and forty- 
four than males in the same age group (Annex B, 
Table B.2). The health problems of women fifteen to 
forty-four years old—especially those related to 
reproduction—are particularly responsive to cost- 
effective prevention and treatment. For these rea- 
sons, many of the interventions included in the 
World Development Report minimum package (Box 
1.1) are directed to girls and women, either as bene- 
ficiaries or as the means to improve infant health. In 
low-income countries, for example, one-third of the 
cost of the recommended minimum package is 
accounted for by family planning, maternity care, 
and management of sexually transmitted diseases; 
in middle-income countries, these interventions 
account for half of the estimated costs. The Bank rec- 
ommends that governments ensure that, at the 
least, poor populations have access to these services. 
This will require, at a minimum, shifting public 
spending from services outside the package to those 
in the package (World Bank 1993c). 


Table 1.1: Major health problems in developing countries with interventions 
of high to medium cost-effectiveness 


Greater Similar Greater 


Age group/ Females among  amongmales among Males 
main causes of disease burden only females and females males only 
Ages 0-4 
Respiratory infections High 
Perinatal causes High 
Diarrheal disease High 
Childhood cluster* High 
Malaria High 
Protein-energy malnutrition High 
Vitamin A deficiency High 
lodine deficiency High 
STDs and HIV High 
Ages 5-14 
Intestinal helminths High 
Childhood cluster High 
Respiratory infections High 
Diarrheal disease High 
Tuberculosis High 
Malaria High 
Anemias High 
STDs and HIV High 
Ages 15-44 
Maternal Causes High 
STDs High 
Tuberculosis High 
HIV High 
Depressive disorders Medium 
Respiratory infections High 
Anemia High 
Ages 45-59 
Tuberculosis High 
Ischemic heart disease Medium 
Cataracts High 
Chronic obstructive 
pulmonary diseases Medium 
Diabetes mellitus Medium 
Cancer of the cervix High 
Malignant neoplasm High 
Ages 60+ 
Ischemic heart disease Medium 
Respiratory infections High 
Diabetes mellitus Medium 
Tuberculosis High 
Cataracts High 
Malignant Neoplasms - 
trachea, bronchus, lung High 


Note: The causes of disease burden shown here have been chosen trom the ten main causes of disease burden among women 
and the ten main causes among men on the basis ot availability ot an intervention of high or medium cost-ettectiveness. 
A cause ot disease is considered to be greater among temales it the ratio ot temale to male burden of disease Is 0.8 or less. 
Males and temales are considered to be equally attected by a disease it the ratio ot temale to male burden of disease Is 
between 0.8 and 1.2. 
Cost-ettectiveness valuations: 

High - <$100/DALY saved 

Medium - $100-$999/DALY saved 
*Vaccine-preventable diseases ot childhood. 
Source: World Bank 1993c. 
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An analysis of the eighteen most cost-effective 
interventions that affect the leading causes of death 
and disability for both sexes found that childhood 
interventions have similar benefits for males and 
females. Men can benefit more than women from 
the treatment of tuberculosis after age fifteen and for 
prevention of conditions related to tobacco and 
alcohol consumption after age forty-five. From age 
five onward, however, females benefit more than 
males from the prevention and treatment of sexu- 
ally transmitted diseases and iron-deficiency ane- 
mia. In addition, women derive substantial benefits 


from interventions that target health problems 
exclusive to women, such as maternity-related prob- 
lems or cervical cancer. 

In sum, improvements in women's health 
increase personal and family well-being and pro- 
ductivity today and help to ensure healthier 
generations tomorrow. National economies, com- 
munities, and households—all of them highly 
dependent on women's paid and unpaid labor— 
benefit from investment in women's health. 
Improving women's health is a critical component 
of sustainable economic growth. 


Box 1.1: World Development Report 1993, Investing in Health 


_ Assessments of the relative importance of different 
health problems are usually based on how many 
deaths they cause. Many health problems, however, 

are not fatal, but cause much disability. As part of 

5 background work for the World Development Report 

1993, the World Bank, in collaboration with WHO, 

carried out a comprehensive analysis of the amount 

OF: both ‘premature death and disability due to spe- 


cific diseases andi injuries. The burden of disease pre- : 


/ sented in the report was measured in terms of 
disability- adjusted life years (DALYs). The burden of 
. disease measures the present value of the future 


: stem of DALYs lost as a result of death, disease, Or - 


in. 1990. It is based on events (premature 
‘ death or new cases of disability) that occurred in 


1990 rut includes future disability-adjusted are: 


a — Calculation of disease burden was based on 


’ counting ov value future years of healthy I life rela- 
tive to the present), and age weights (to give years 
lost at different ages different relative values). 
Disease burden was calculated for over 100 causes of 
ill health by age, sex, and region. Preliminary results 
of the disease burden assessment appear in the WDR 
1993. A full accounting will be published jointly by 
: WHO and the World Bank. 
Disease burden estimates can be used to monitor 
global and country-level progress in improving 
- health and, in combination with information on 
cost-effectiveness, to help set priorities for the health 
sector. 
Using this method, the World Bank assessed the 
- costs and benefits of a wide range of health inter- 


ventions to determine which were the most cost- 
effective. Based on this analysis, it proposed a mini- 
mum package of essential health services which — 


included: 
© Public health services—immunization, 


school | 
health, AIDS prevention, tobacco and alcohol © 
control, and other public health programs — 
_Gacluding family Planning, health, and nutrition 2 
_ information). : os 


_ Clinical services—short-course chetnotherapy for - 


~ tuberculosis, management of the sick child, pre- 
Natal and delivery care, family planning, treat- 
_ ment of sexually transmitted diseases, and limited = 
care for adults. ee a 


about 15 percent in middle-income countries. Public | 
finance i is needed to ensure the availability of public — 
health interventions to the population, given that _ 
such services are so nearly public goods that private 
markets will provide too little of them. Governments 
must also finance clinical services in the minimum 
package for the poor. In middle-income countries, 
where resources are much less constrained than in 
low-income countries, additional public expendi- 
ture can either go to extending coverage to the non- | 
poor or to expansion beyond the minimum package 
to a national package of health care that includes 
somewhat less cost-effective interventions against a 
larger number of diseases and conditions. This 
would further improve women’s access to services. 


Chapter Two 


An Overview of Women’s Health 


and Nutrition 


Women are much healthier in some countries than 
in others. Their health may even vary widely among 
different regions of the same country. What makes 
the difference are such factors as the local prevalence 
of disease, health-related behaviors, women’s edu- 
cational attainment, exposure to health informa- 
tion, their influence on decision-making, and the 
availability of health care in general and to women 
in particular. Poverty, environmental degradation, 
civil conflict, and migration also influence women’s 
health, if less directly. 


Global Trends 


In the developing world, women’s health status is 
changing in response to several emerging trends: 

¢ More education. Girls who have attended school, 
especially through the secondary level, are more 
likely to adopt healthy behaviors such as delayed 
marriage and childbearing, smaller family size, 
use of health care facilities, and appropriate child 
health care (Schulz 1989). 
Later marriage. In most countries, women are 
marrying later. Later marriage generally 
implies postponed childbearing and permits 
women to stay in school longer. It also implies 
that growing numbers of adolescent girls are 
exposed to the risks associated with premarital 
sexual intercourse, including unwanted preg- 
nancy, and sexually transmitted diseases, 
including HIV. In many countries the propor- 
tion of unmarried adolescents becoming preg- 
nant is at an all-time high (Westoff and Ochoa 
1991). 
Emergence of HIV/AIDS. The rate of HIV/AIDS 
infection is accelerating rapidly among women, 
through exposure to infected partners. Young 
women are at particular risk. Women fifteen to 
twenty-five years old now account for 70 percent 
of HIV infections among females worldwide 
(UNDP 1993). 
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* Smaller families. Women are spending less time in 
reproduction. In developing countries with rela- 
tively low fertility rates, such as Indonesia and 
Mexico, the average woman spends fifteen years 
between her first and last birth, or less than 20 
percent of her lifetime. In countries with higher 
fertility and lower life expectancy, such as Kenya 
and Senegal, the average interval is nineteen to 
twenty years, or about 40 percent of a woman’s 
lifetime. Comparable intervals are eight years for 
the United States and two years for Japan 
(Freedman and Blanc 1991). 

Longer life expectancy. Life expectancy at birth has 
increased, primarily because of improved sur- 
vival of infants and young children. As a result, 
health problems that emerge later in life, such as 
cervical and breast cancer, as well as cardiovas- 
cular disease, are becoming more prevalent, 
shifting health care concerns to those associated 
with chronic diseases, for which health inter- 
ventions tend to be less effective and more costly. 
Women constitute a majority of the elderly. 
Increased labor force participation. Women are 
entering the formal labor force in growing num- 
bers. Along with the positive benefits of 
increased income and, in some settings, social 
support, women are facing possible new occupa- 
tional health hazards, and the challenge of coor- 
dinating employment outside the home with 
such traditional responsibilities as breastfeeding 
and childcare. 


Women’s Burden of Disease 


Because women live longer than men, the common 
belief is that they are healthier. In reality, women are 
more likely to experience sickness and chronic poor 
health than are men. A recent study by the Rand 
Corporation concluded that even though women 
live longer, they are more sickly and disabled than 
men throughout the life cycle. The study, which 
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compared measures of ill health in Bangladesh, 
Jamaica, Malaysia, and the United States, found that 
women have more problems with physical func- 
tioning and general health than do men. Women’s 
health problems begin earlier in life and persist 
longer into old age, with the result that women suf- 
fer more from both acute and chronic nonfatal dis- 
eases (Strauss et al. 1992). 

Data from the World Development Report 1993 
indicate that between the ages of fifteen and forty- 
four and after age sixty, men generally have higher 
rates of premature death and women have higher 
rates of disability (Figure 2.1). Female disability is 
especially high in Asia, Sub-Saharan Africa, and the 
Middle East, much of it attributable to maternal 
causes, sexually transmitted diseases, and gender- 
based discrimination (World Bank 1993c). 

In developing countries, one-third of the DALYs 
lost by women aged fifteen to forty-four result from 
reproductive health problems (pregnancy-related 
complications, sexually transmitted diseases, HIV, 
and genito-urinary problems), with gender vio- 
lence and rape accounting for an additional S per- 
cent (World Bank 1993c). More than one-fifth of 
the DALYs lost by women aged forty-five to fifty- 
nine can be attributed to conditions that exclu- 
sively or predominantly affect women. While the 
potential gains from health interventions targeting 
women over forty-five years of age are more mod- 
est than those applied in earlier years, certain inter- 


Figure 2.1: Burden of disease by region for females and 
males aged 15 to 44 in 1990 
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ventions, such as screening and cryotherapy for 
preinvasive cervical cancer, are highly effective and 
relatively cheap. - 


Women’s Health and Nutrition 
throughout Life 


Biological and social factors affect women’s health 
throughout their lives and have cumulative effects. 
That makes it important to consider the entire life 
cycle when examining the causes and consequences 
of women’s poor health. For example, girls who are 
fed less than other household members during 
childhood may have stunted growth, leading to 
higher risks of complications during childbirth; sex- 
ual abuse or female genital mutilation during child- 
hood increase the likelihood of poor physical and 
mental health in later years. While the adolescent 
period overlaps with the reproductive years, it is 
considered separately because of the long-term con- 
sequences of behaviors and health treatment initi- 
ated during this period (Figure 2.2). 

Different health and nutrition problems affect 
females at different stages of the life cycle, from 
infancy and childhood, to adolescence and the 
reproductive years, to the post-reproductive period 
(for more detail see Annex B). For developing coun- 
tries as a whole, 25 percent of females are zero to 
nine years old, 21 percent are ten to nineteen years, 
36 percent are twenty to forty-five years, and 18 per- 
cent are over the age of forty-five. 


Infancy and childhood 


/ Discriminate in the care of girls can negate their 


innate biological advantage relative to boys. In 
many developing countries, girls are in poorer 
health than boys because of inadequate nutrition 
and health care. Such disparities are greatest in India 
and China, where more girls than boys die before 
their fifth birthday, despite girls’ biological advan- 
tage (World Bank 1993c). Key factors that adversely 
affect girls’ health include: 


__» Discriminatory childcare. In societies where boys 


are more highly valued than girls, boys may 
receive more preventive care and more timely 
attention when they fall ill. In some societies, 
girls receive less food and less nutritious food 
than boys (Ravindran 1986), leading to mal- 
nutrition and impaired physical development 


and laying the groundwork for future health 
problems. 


a 
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* Sex selection. In countries where many families exposure to a variety of risks during the transition 


have a strong preference for sons, there is evi- from childhood to adulthood can jeopardize their 
dence of selective abortion of female fetuses survival and well-being. Their status within the fam- 
(whose sex is detected by ultrasound and amnio- ily and community is at its lowest in most countries 


centesis) and female infanticide (Heise et al. during this part of the life cycle. To a large extent, 
1993). In Bombay, India, only one of 8,000 abor- ~~ adolescence sets the stage for health and nutritional 
tions performed after parents learned the sex of status in the later years, yet health policies and pro- 
the fetus averted the birth of a male (United grams are the least effective in addressing the needs 


Nations 1991b). of this age group. 
¢ Genital mutilation. Each year an estimated two mil- * Early childbearing. The proportion of women giv- 
lion young girls, mostly between four and eight “ing birth during their teenage years ranges from 
years of age, are subjected to genital mutilation, 10 to SO percent depending on the country. 
also known as female circumcision. Often per- While early childbearing is particularly common 
formed under unsterile conditions, this invasive in traditional, often rural, settings, where early 
procedure can lead to death, acute and chronic marriage is the norm, it is becoming increasingly 
disability, including recurrent urinary tract infec- prevalent among unmarried adolescents. In 
tions, mental trauma and painful intercourse, and some settings, a young girl may welcome an early 
complications during childbirth (Acsadi and premarital pregnancy to demonstrate her fertil- 
Johnson-Acsadi 1993; WHO 1993b) (Box 3.2). ity or to motivate a partner’s marital commit- 
ment. Premarital pregnancy can have harmful 
Adolescence effects on a girl’s social and economic opportu- 
a nities. In Botswana, for example, a national 
“Although women ten to nineteen years old are gen- study found that one in seven women who 
erally free of disease, their emerging sexuality and dropped out of school did so because of preg- 


Figure 2.2: Health and nutrition problems affecting women exclusively or predominantly during specific stages 
of the life cycle 
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nancy and, of those who left, only one in five 
returned to school (Bledsoe and Cohen 1993). In 
societies where premarital sexuality is con- 
demned, early pregnancy. carries a social stigma 
and can have particularly acute adverse conse- 
quences. Regardless of their marital status, 
teenage mothers face a high risk of serious preg- 
nancy-related complications and at least a 20 
percent greater likelihood of maternal or infant 
death than women in their twenties. The risks 
increase severalfold for women under age six- 
teen. Adolescent girls are not physically prepared 
for childbirth, since linear growth is not com- 
plete until the age of eighteen and the birth canal 
does not reach mature size until about two to 
three years later (UN/ACC/SCN 1992a). 


e Unsafe abortion. Many unmarried adolescents 


seek abortions—whether legal or not—to avoid 
expulsion from school and social condemna- 
tion. Because they often seek clandestine abor- 
tions and delay in obtaining the procedure and 
seeking medical attention for associated prob- 
lems, adolescents have a higher rate of abortion 
complications. 


© Sexually transmitted diseases, including AIDS. 


Sexually transmitted diseases, including AIDS, 
are spreading rapidly among young women, 
mainly through prostitution and liaisons with 
older men. There is evidence that adolescent girls 
are biologically more vulnerable to contracting 
these diseases than older women, and they are 
likely to have more difficulty negotiating safe sex 
practices with their partners. In parts of Africa, 
HIV infection is increasing more rapidly among 
females than males, especially among adolescent 
girls (Panos Institute 1989). On average, women 
become infected five to ten years earlier than 
men (UNDP 1993). 


® Undernutrition and micronutrient deficiency. Girls’ 


nutritional needs increase in early adolescence 
because of the growth spurt associated with 
puberty and the onset of menstruation. 
Inadequate diet during this period can jeopardize 
their health and physical development, with life- 
long consequences. A very common condition is 
iron-deficiency anemia. 


¢ Increased substance abuse. Adolescents often 


experiment with harmful substances, including 
tobacco products, alcohol, and drugs. While dis- 
eases associated with lifestyle and behavior have 
been less of a problem for women than for men, 
this pattern is changing in some countries. 
Cigarette advertising in developing countries is 
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now targeting women and young people, and 
smoking is spreading most rapidly among young 
women. Early initiation of such behaviors sets a 
pattern for lifelong use and increases morbidity 
and mortality, including risks specific to 
women’s reproductive functions. 


Reproductive years 


Women’s risk of premature death and disability is 
greatest during their reproductive years (see Figure 
2.3 for the distribution of the disease burden in this 
age group). Many conditions that occur in these 
years affect the health of women long after their 
reproductive years are over and the health of their 
children as well. 
¢ Unplanned pregnancy and abortion. Unplanned 
pregnancy is common in every country. In most 
developing countries, about 20 to 30 percent of 
married women wish to avoid becoming preg- 
nant but are not using contraception (Westoff 
and Ochoa 1991). As a result, one in five births 
in these countries is unwanted. Worldwide, an 
estimated forty to sixty million women resort to 
abortion to end unwanted pregnancy. Since the 
majority of abortions are performed under 
unsafe conditions, abortion carries a high risk of 
injury and death. Unsafe abortion accounts for 
125,000 to 200,000 female deaths annually 
(Dixon-Mueller 1990; Rosenfield 1989; WHO 
1992c). The cost of treating abortion-related 
complications is high—many times greater than 
the cost of offering safe abortion services. 


Figure 2.3: Burden of disease in females aged 15 to 44 
in developing countries 
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¢ Pregnancy-related complications. Each year, more 
than 150 million women become pregnant. 
More than fifty million of them experience acute 
pregnancy-related complications, and _ fifteen 
million develop long-term disabilities (WHO 
1992a). Half a million women die in pregnancy 
or childbirth. The major causes of pregnancy- 
related deaths include hemorrhage, sepsis, 
unsafe abortion, hypertensive disorders, and 
obstructed labor. Conditions such as malaria, 
viral hepatitis, diabetes, anemia, sickle cell dis- 
ease, tuberculosis, and rheumatic heart disease 
are aggravated by pregnancy (WHO 1992a). 
Disabilities resulting from pregnancy include 
genital or bladder prolapse, cervical lacerations, 
obstetric fistulae, anemia, and infertility. 

. Malnutrition. An estimated 450 million adult 
women in developing countries are stunted as a 
result of childhood protein-energy malnutrition, 
which places them at increased risk of obstructed 
labor (World Bank 1993c). Over 50 percent of 
pregnant women in the developing world are 
anemic (WHO 1992c). About 250 million 
women suffer the effects of iodine deficiency, 
and, although the exact numbers are unknown, 
millions are probably blind due to vitamin A- 
deficiency (Leslie 1991). The highest levels of 
malnutrition among women are found in South 
Asia (DeMaeyer and Adiels-Tegman 1985) where 
60 percent of women of reproductive age are 
underweight, over 60 percent are anemic, and 15 
percent are stunted (UN/ACC/SCN 1992a). 
Causes of malnutrition include inadequate food 
supply, inequitable distribution of food within 
the household, improper food storage and prepa- 
ration, food taboos, and lack of knowledge about 

‘Nutritious foods. Malnutrition hampers women’s 
productivity, increases susceptibility to infec- 
tions, and contributes to numerous debilitating 
and fatal conditions. 

© Sexually transmitted diseases, including AIDS. Most 
reproductive tract infections (RTIs) are sexually 
transmitted. RTIs are of three types: sexually 
transmitted diseases, infections such as candidi- 
asis and bacterial vaginosis caused by over- 
growth of vaginal organisms, and infections 
associated with unhygienic practices. RTIs are 
common in all developing countries. In Egypt, 
for example, a recent community-based study 
found that one half of all the women surveyed 
had one or more RTI (Younis et al. 1993). RTIs 
can cause pelvic inflammatory disease, infertil- 
ity, and adverse pregnancy outcomes. Among 
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sexually transmitted diseases, HIV/AIDS and 
syphilis may directly result in death. Other sex- 
ually transmitted diseases, however, can lead to 
life-threatening complications such as ectopic 
pregnancy and cervical cancer. Sexually trans- 
mitted diseases are also an important cause of 
infertility and pain (Fortney 1993). HIV/AIDS, 
which is primarily transmitted sexually, is 
spreading rapidly among women, especially in 
Sub-Saharan Africa, where nearly four million 
adult women are already infected (WHO 1993c). 
Women are at greater risk than men of contract- 
ing HIV/AIDS because they are more likely to 
become infected each time they are exposed. 


Post-reproductive years 


Most of the problems affecting women after the age 
of forty-five are chronic. Injuries and infections (par- 
ticularly tuberculosis) also contribute to women’s 
disability in their later years, as do malnutrition, 
anemia, and loss of visual acuity. Menopause leads 
to alterations in the skeletal, cardiovascular, ner- 
vous, skin, genitourinary, and gastrointestinal sys- 
tems and can affect women’s capacity to perform 
everyday activities. Yet the health problems of post- 
menopausal women continue to be largely ignored. 
Major health problems among women older than 
forty-five include: 

¢ Gynecological cancers. These may occur during the 
reproductive years, although they are more 
prevalent after the age of forty. Cancer of the 
cervix and breast are the most common. 
Although cervical cancer can be cured at rela- 
tively low cost if detected early, 183,000 women 
in developing countries die from it every year 
(Sherris et al. 1993; World Bank 1993c). Breast 
cancer, which kills 158,000 women in develop- 
ing countries each year, requires more sophisti- 
cated screening and treatment techniques 
(World Bank 1993c). 
Cardiovascular and_ cerebrovascular diseases. 
Cardiovascular diseases, including ischemic 
heart disease, myocardial infarction, and cere- 
brovascular disease (stroke), are the leading cause 
of death among adults age forty-five and older in 
developing countries and represent a higher pro- 
portion of the disease burden among women 
than men in this age group (World Bank 1993c). 
With the increasing prevalence of risk-producing 
behaviors among women (such as smoking and 
alcohol consumption), the incidence of cardio- 
vascular disease is expected to rise. 
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¢ Diabetes. Among urban women in Asia, the 
Middle East, and Latin America and the 
Caribbean, where obesity and inadequate exer- 
cise are becoming more common, the prevalence 
of diabetes mellitus is growing. Diabetes is a 
major cause of morbidity and can lead to blind- 
ness, kidney damage, and damage of lower limbs. 
Undernutrition. In the poorer developing coun- 
tries, chronic malnutrition is common among 
women, often reflecting a lifetime of inadequate 
intake of calories, vitamins, and minerals. In 
times of food shortages, elderly women are often 
most adversely affected. 

Osteoporosis. Worldwide, one in ten women over 
age sixty has osteoporosis, a process of bone loss 
that may result in pain, disability, and increased 
risk of fractures. Osteoporosis is most common 
in women beyond reproductive age because 
bone loss rises sharply after menopause. 
Insufficient calcium, inadequate exercise, smok- 
ing, and excessive alcohol consumption are con- 
tributing factors. 

Osteoarthritis. During and after menopause, 
women are particularly prone to the develop- 
ment of osteoarthritis, a painful degenerative 
joint disease. Typically, several joints are 
affected, and progression of the disease restricts 
the performance of even routine activities. 
Repeated trauma to the joints has been identified 
as a predisposing factor, and obesity (because of 
its effects on the weight-bearing joints) can exac- 
erbate the condition. 


Additional Health Problems 


Some health problems that affect both men and 
women during the life cycle have a disproportionate 
effect on women because of cultural norms or dif- 
ferences in exposure or access to treatment. Three 
major types of health problems with differential 
impact on women are: 

* Gender-based violence. Although men are victims 
of street violence, brawls, homicide, and crime, 
violence directed at women is a distinctly differ- 
ent phenomenon. Men tend to be attacked and 
killed by strangers or casual acquaintances, 
whereas women are most at risk at home and 
from men whom they know. Violence against 
women also differs in that it tends to be chronic 
and prolonged rather than acute, is less likely to 
be reported, is often associated with sexual 
abuse, and has long-term as well as immediate 
physical and psychological consequences. 


Domestic violence, rape and sexual abuse are 
widespread in virtually all regions, classes, cul- 
tures, and age groups (Box 2.1). Sexual abuse can 
occur at anytime during the life cycle—studies 
suggest that an alarming proportion of victims of 
rape and incest are ten years old and younger. In 
addition to affecting women’s health-seeking 
behavior (abusive husbands often prevent 
women from seeking care), gender-based victim- 
ization can lead to unwanted pregnancy, infec- 
tion, miscarriage, gynecological problems, 
chronic pelvic pain, injury, headaches, asthma, 
irritable bowel syndrome, and partial or perma- 
nent disability. Psychological after-effects 
include depression, fear, anxiety, fatigue, sleep 
and eating disorders, sexual dysfunction, and 
post-traumatic stress disorder. Not infrequently, 


Box 2.1: Gender violence through the life 
cycle 


Phase Type of violence present 
Prebirth Battering during pregnancy (emo- 


tional and physical effects on the 
women; effects on birth outcome). 


Infancy Female infanticide; emotional and 
physical abuse. 


Girlhood Genital mutilation; sexual abuse 
by family members and strangers; 


forced child prostitution. 


Adolescence Dating and courtship violence; 
economically coerced sex; sexual 
abuse in the workplace; rape; 
forced prostitution; trafficking in 
women. 
Reproductive Coerced pregnancy (for example, 
mass rape in war); abuse of women 
by male partners; marital rape; 
dowry abuse and murders; partner 
homicide; psychological abuse; 
sexual abuse in the workplace; 
rape; abuse of unmarried and 
childless women; abuse of women 
with disabilities. 


Abuse of widows; elder abuse (in 
the United States, the only country 
where data are now available, elder 
abuse affects mostly women). 


Source: Heise 1993 


victims of battering and sexual assault attempt 
suicide (Heise, forthcoming). 

Recent World Bank estimates of the global bur- 
den of disease indicate that in developed coun- 
tries, domestic violence and rape are responsible 
for one out of five healthy days of life lost to 
women of reproductive age (World Bank 1993c). 
On a per capita basis, the health burden imposed 
by rape and domestic violence in the developed 
and developing world is roughly equivalent, but 
because the total disease burden is so much 
greater in the developing world, the percentage 
attributable to gender-based victimization is 
smaller (roughly 5 percent). Nonetheless, on a 
global basis, the health burden posed by gender 
violence among women of reproductive age is 
comparable to that of other conditions already 
high on the world agenda. Reducing violence 
against women, therefore, would help reduce 
health care expenditures as well as address this 
violation of basic human rights. 

Depression. While neuropsychiatric problems in 
general account for a similar proportion of the 
burden of death and disability among men and 
women aged fifteen to forty-four, depressive dis- 
orders account for 5.8 percent of the burden 
among women of reproductive age—twice the 
rate among men (World Bank 1993c). Depression 
is the single most serious mental problem for 
women in every age group and has a significant 
impact on women’s well-being and productivity 
(Paltiel 1993). Based on the harm caused by these 
illnesses and injuries, the World Development 
Report 1993 ranks depressive disorders and self- 
inflicted injuries fifth and sixth, respectively, 


among diseases and injuries affecting women 
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aged fifteen to forty-four (World Bank 1993c). 
Factors that put women at risk of depression 
include their inferior status, physical or sexual 
abuse, infertility, conflicting demands posed by 
their domestic and income-producing roles, and, 
particularly among elderly women, isolation. 
Certain occupational and environmental health 
hazards. While men are exposed to many occu- 
pational and environmental health hazards, 
some have particular effects on women. Because 
many women work in the home, they suffer dis- 
proportionately from risks in the household 
environment caused by inadequate water sup- 
ply, poor sanitation, and indoor air pollution. 
Outside the home, women workers may face the 
risk of sexual harassment and rape. Further- 
more, they are more likely than men to work in 
industries and small enterprises that are poorly 
regulated, with exposure to unsafe working con- 
ditions (with such hazards as toxic chemicals, 
radiation, extreme temperatures, excessive 
noise, and violence). When pregnant women 
are exposed to many of these hazards, the health 
of their unborn children suffers as well. Heavy 
work during pregnancy can lead to premature 
labor and, when high energy demands are not 
compensated by increased caloric intake, to low- 
birth-weight babies. Most women in developing 
countries are employed in low-wage positions 
such as food vendors, petty traders, and domes- 
tic workers; they cannot afford to purchase 
health care or protective clothing and equip- 
ment. Many women farmers, especially those in 
commercial agriculture, are regularly exposed to 
pesticides, often without appropriate safe- 
guards. 


Chapter Three 


Health and Nutrition Interventions 


for Women 


The health, nutrition, and behavioral factors that 
affect the well-being and productivity of women 
cover a wide spectrum. Under conditions of limited 
resources, therefore, policymakers and program 
planners have to make some difficult decisions 
about priorities. To provide a rational basis for mak- 
ing such choices, this chapter identifies and 
describes the women’s health interventions that 
should be priorities for most developing countries. 
It does the same for a second set of expanded inter- 
ventions, which can be incorporated in public 
health and education programs as a country’s 
resources permit. Interventions have been selected 
on the basis of their impact on female disability and 
death, their cost, and their feasibility in developing 
countries (Table 3.1). Though cost-effectiveness esti- 
mates are not widely available for education and 
communication efforts, interventions designed to 
alter behavior are included here because of their 
strong potential for influencing the attitudes and 
practices of women, men, health care providers, and 
policymakers. 

The Essential Services for women’s health confer 
widespread economic and social benefits of suffi- 
cient importance and impact to justify funding 
them with public monies in all countries, if neces- 
sary. Many of these interventions relate to women’s 
reproductive and sexual health because unprotected 
sex, pregnancy, and childbearing—exacerbated by 
women’s subordinate status—are a major cause of 
poor health among women, beginning in adoles- 
cence. Other interventions address unhealthy or 
harmful behaviors. 

The Expanded Services describe interventions 
that can be implemented by middle-income coun- 
tries (and poorer countries to the extent that funds 
permit) to reap even more gains. They focus primar- 
ily on expansion and improvement of the Essential 
Services, interventions for women beyond repro- 
ductive age, and behavior change interventions for 
early prevention of health and nutrition problems 
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and reduction of gender discrimination and vio- 
lence. Along with the basic services outlined here, 
countries are encouraged to expand their health pol- 
icy dialogue, sector work, and projects aimed at 
changing attitudes and practices that are detrimen- 
tal to women’s health. 

While the two sets of recommended interven- 
tions are beneficial to all women, strategies will need 
to be tailored to the economic, epidemiological, 
demographic, and infrastructural conditions of each 
country or local setting. For purposes of exposition, 
recommendations for health and behavioral inter- 
ventions are presented separately, though they are 
often intimately related. The cultural and socioeco- 
nomic factors that affect women’s lives must also be 
taken into account when prioritizing interventions 
and planning delivery strategies. Potentially cost- 
effective devices for disease prevention, such as con- 
doms, sometimes fail in practice because social 
mores prevent women from negotiating their use. It 
is also important to recognize that health and social 
interventions are generally the province of different 
agencies, both private and government. 


Essential Health Interventions 


Essential health interventions include prevention 
and management of unwanted pregnancies, preg- 
nancy services, and prevention and management of 
sexually transmitted diseases (Table 3.2). 


Prevention and management of unwanted pregnancies 


Preventing unwanted pregnancies improves 
women’s health by reducing their exposure to the 
complications of pregnancy, childbirth, and unsafe 
abortion. In addition, the survival chances of chil- 
dren are significantly influenced by the timing and 
spacing of births as well as by overall family size. 
Health services can best address the problem of 
unwanted pregnancy by providing family planning 


Table 3.1: Major health problems among females in developing countries and the cost-effectiveness of interventions, 1990, 


Age group/ Total DALYS Percent of Cost- 
ay causes lost from total disease effectiveness Cost per WDR Women's Women's 
of disease all diseases burden for each of existing DALY essential Essential Expd. 


burden (millions) age group interventions* saved package _Services _ Services 


Ages 0-4 250 


Respiratory infections 18.5 High $20-50 ) 
Perinatal causes 17,2 High ° 
Diarrheal disease 16.2 High $10-170 cs) 
Childhood cluster** 10.7 High $10-25 rey 
Congenital problems 6.5 Not yet evaluated 
Malaria 4.7 High ° re) 
Protein-energy malnutrition 2.4 High $63 cs) o 
Vitamin A deficiency 2.3 High $1-4 ° ° 
lodine deficiency 13 High $8-37 ° ) 
Falls 1.2 Not yet evaluated 
Ages 5-14 67 
Intestinal helminths 12.3 High $15-30 ° 
Childhood cluster 8.6 High $10-25 ° 
Respiratory infections 7.9 High ° 
Diarrheal disease 7.1 High ° 
Tuberculosis 5.7 High $3-5 Co) 
Malaria 4.9 High $5-250 ° 
Motor vehicle injuries 3.7 Not yet evaluated 
Anemias 3.0 High ° ° 
Epilepsy 2.6 Not yet evaluated 
STDs and HIV 2.4 High $3-5 ° ° 
Ages 15-44 155 
Maternal Causes 18.0 High $60-110 ° ° ° 
STDs 8.9 High $10-15 ° ° 
Tuberculosis 7.0 High $3-5 ° 
HIV 6.6 High $3-5 ° ° 
Depressive disorders 5.8 Moderate 
Self-inflicted injuries 3.2 Not yet evaluated 
Respiratory infections p High ° 
Anemia 25 High $4-13 ° ° 
Osteoarthritis 2a Not yet evaluated 
Motor vehicle injuries 2.1 Moderate 
Ages 45-59 49 
Cerebrovascular diseases 8.7 Low 
Tuberculosis 5.6 High $3-5 ° 
Ischemic heart disease 4.7 Moderate 
Peri-, endo- and myocarditis 32 Not yet evaluated 
Periodontal disease 3.1 Not yet evaluated 
Cataracts 3.1 High $20-40 
Chronic obstructive pulmonary 
diseases 2.8 Moderate 
Diabetes mellitus 2.8 Moderate 
Osteoarthritis pei Not yet evaluated 
Cancer of the cervix 2.6 High $150-200 ° 
Ages 60+ 60 
Cerebrovascular diseases 16.5 Low 
' Ischemic heart disease 11.6 Moderate 
Chronic obstructive pulmonary 
diseases 8.1 Moderate 
Alzheimer's disease and 
other dimentias 4.8 Not yet evaluated 
Respiratory infections 4.6 High 
Peri-, endo- and myocarditis 3.6 Not yet evaluated 
Diabetes mellitus 2.4 Moderate 
Tuberculosis 1.9 High $3-5 4 
Falls 1.8 Not yet evaluated 
Cataracts 1.6 High 


a 
* interventions of high cost-effectiveness are those that can be implemented for less than $100 per DALY saved; those of moderate Cost-effectiveness 

cost between $250 and $999 per DALY saved; and those of low cost-effectiveness cost more than $1,000 per DALY saved, (Few interventions are in the 

range of $100 and $250 per DALY saved). "Not yet evaluated" indicates diseases for which preventive and therapeutic interventions have not been 

evaluated in terms of cost-effectiveness. 

**Vaccine-preventable diseases of childhood. 

Source: World Bank 1993c 
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services and—where national policies permit—safe 
services for termination of pregnancy. 


Family planning services. Where fertility and mor- 
tality rates are high, family planning alone can have 
a substantial impact on maternal mortality rates. For 
example, in a rural subdistrict of Bang!adesh, the 
maternal mortality rate fell by a third following an 
effective community-based project that raised con- 
traceptive prevalence to more than SO percent (as 
compared with 23 percent in the control area) 
(Fauveau 1991). Providing family planning services 
costs, on average, only US$15 to US$150 per DALY 
saved in low-income countries (about US$20 per 
contraceptive user) and is one of the most cost-effec- 
tive health interventions. In countries where both 
mortality and fertility are still relatively high, the 
cost per child-death prevented is also extremely low. 
In Mali, for example, it averages about US$130, or 
US34 to US$5 per DALY gained (World Bank 1993c). 

To ensure effective and sustained contraceptive 
use, programs should provide high-quality, con- 
sumer-oriented family planning services that pro- 
mote informed reproductive choice. Because 
contraceptive needs and preferences change over a 
womans lifetime, a good selection of short- and long- 
term methods (including voluntary sterilization for 
people who want no more children) should be pro- 


‘Table 3.2: Essential Services for women’s health 
Essential health interventions 


PREVENTION AND MANAGEMENT OF UNWANTED PREGNANCIES 
¢ Family planning 
* Management of complications from unsafe abortion 
* Termination of pregnancy 


PREGNANCY SERVICES 
Prenatal care 
¢ Prompt detection, management and referral of 
pregnancy complications 
¢ Tetanus toxoid immunization 
* Iron and folate supplements 
* lodine supplements, where iodine deficiency 
disorder is endemic 
¢ Malaria prophylaxis in endemic areas 
Safe delivery 
¢ Hygienic routine delivery 
* Detection, management and referral of obstetric 
complications 
¢ Facility-based obstetric care 
Postpartum care 
* Monitoring for infection and hemorrhage 


PREVENTION AND MANAGEMENT OF SEXUALLY TRANSMITTED 
DISEASES 

Condom promotion and distribution 

Prenatal screening and treatment for syphilis 
Symptomatic case management 

Screening and treatment of commercial sex workers 


vided. Health agencies can ensure that a range of safe, 
effective contraceptive methods are readily available 
and affordable by establishing a variety of service- 
delivery points and encouraging commercial outlets 
to offer contraceptives at reasonable cost. Condoms, 
oral contraceptives, and spermicides can be made 
available immediately, even in resource-poor settings, 
since they can be provided by community-based dis- 
tributors with appropriate training and sold through 
commercial outlets. Trained paramedical workers 
(nurses and midwives) can safely provide most other 
methods—including injectables, implants, IUDs, and 
voluntary sterilization. Where regular supply, recur- 
rent costs, and ensuring continued availability and 
use present obstacles (which is often the case in 
resource-poor settings), women may find long-acting 
methods (IUDs and injectables) may provide an effec- 
tive alternative to short-term methods. 
Breastfeeding also plays an important role in 
child-spacing and can complement other family 
planning methods. During the first six months after 
giving birth, a woman who is amenorrheic (having 
no menses) and feeding her baby only breastmilk 
receives 98 percent protection against pregnancy 
(Georgetown University 1990). Infant health also 
benefits from exclusive breastfeeding for the first six 
months and breastmilk supplemented with other 
food for up to two years. Health workers at all levels 


Essential behavior change interventions 


PROMOTION OF POSITIVE HEALTH PRACTICES 
e Delayed childbearing among adolescents 
e Safe sex 
e Adequate nutrition 
¢ Increased male support 


ELIMINATING HARMFUL PRACTICES 
¢ Public education and services to discourage 
gender discrimination, domestic violence, 
and r 
e Public education to discourage female genital 
mutilation 


should encourage mothers to breastfeed and con- 
sume an adequate diet to meet the added nutritional 
demands it implies. 

Making contraceptives widely available can 
greatly reduce the incidence of unsafe abortion. In 
Santiago, Chile, for example, deaths and hospital- 
ization for complications from abortion fell dramat- 
ically after free IUD insertions were offered in 1964. 
As contraceptives became increasingly available 
throughout Chile, abortion-related deaths and com- 
plication rates plummeted (Figure 3.1). Safer abor- 
tion, although still illegal, may also have 
contributed to this result. 


Management of complications from unsafe abortion 
and safe services for pregnancy termination. Women’s 
health care can be greatly improved by timely and 
appropriate treatment of abortion complications, as 
well as providing postcoital contraception and safe 
termination of pregnancy. Complications from 
unsafe abortion (hemorrhage, shock, and sepsis) are 
often life-threatening and costly to treat, requiring 
emergency referral, two to three days of hospital 
care, anesthesia, antibiotics, surgery, and blood 
transfusion. Vacuum aspiration abortion, provided 
by a trained health worker early in pregnancy, for 
example, is up to a thousand times safer than the 
clandestine abortion to which women are often 
forced to resort (Johnson et al. 1992). Safe abortion 
is one of the most cost-effective measures for reduc- 
ing maternal death and disability. 

Abortion during the first trimester and treatment 
of incomplete abortion without complications can 
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be handled safely at primary-level health centers on 
an Outpatient basis by trained nurses, midwives, or 
paramedics using vacuum aspiration (McLaurin et 
al. 1991; Rosenfield 1992). Dilation and curettage 
requires more surgical skill and anesthetic support. 
Health facilities that provide abortions or treat com- 
plications arising from unsafe abortions can realize 
substantial savings by using vacuum aspiration. In 
one year, a single Kenyan hospital saved an esti- 
mated US$300,000—equal to the annual salaries for 
200 nurses—by switching from dilation and curet- 
tage to vacuum aspiration to treat incomplete abor- 
tions (Kizza and Rogo 1990). Reducing the incidence 
of incomplete abortions would lower hospital costs 
even more. Following an abortion, women should 
receive counseling, services, and referrals as needed 
to ensure they have the means to prevent unwanted 
pregnancy in the future. 

Where abortion is legal but not widely available 
(as in India), programs should strive to increase 
access to safe abortion by delegating responsibility, 
training mid-level providers, and expanding the 
reach of services. In areas where abortion is routinely 
used for birth control (as in parts of Eastern Europe 
and Central Asia), programs need to increase the 
availability of contraceptives and to provide post- 
abortion family planning information and services. 
Offering abortion or menstrual regulation as part of 
more comprehensive services often increases the use 
of broader reproductive health services. In rural 
Bangladesh, for example, attendance at reproduc- 
tive health clinics that offer these services has been 
growing by 15 percent annually (Kay et al. 1991). 


Figure 3.1: Rates of contraceptive use, abortion mortality, and hospitalization for abortion complications, 


Chile, 1964-78 


Contraceptive use, 
(women age 15-44) 
percent 


Source: Adriasole et al. 1986. 


Mortality from abortion 
(per 100,000 live births) 


Hospitalization for abortion complications 
(per 1,000 women, age 14-44) 
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Pregnancy services 


Safe pregnancy services are designed to ensure 
timely detection, management, and referral of com- 
plications during pregnancy, labor, and delivery. 
About one in three pregnancies develop complica- 
tions requiring treatment from a trained provider, 
and one in ten pregnancies require hospitalization. 
(A more detailed discussion of pregnancy-related 
services can be found in Tinker et al. 1993a). 

Because of their impact on the health of the child 
as well as the mother, safe pregnancy services are 
highly cost-effective. Providing prenatal, delivery, 
and postpartum services costs less than US$2,000 
per death averted, or between US$30 and US$250 
per DALY saved (World Bank 1993c). 

In resource-poor countries, priority should be 
given to improving hygienic practices, providing 
iron and folate supplementation, and strengthening 
linkages and referral services for obstetric complica- 
tions. In the former socialist economies of Europe 
and Asia, preventive, client-centered, and updated 
practices are likely to have the greatest payoff. In 
parts of Latin America where the health infrastruc- 
ture is relatively extensive, improving the quality of 
obstetric care and discouraging inappropriate med- 
ical practices (such as excessive use of cesarean sec- 
tions) are likely to take priority. 


Prenatal care. Regular prenatal care is needed to 
help detect and manage some pregnancy-related 
complications (such as pre-eclampsia, infection 
and obstructed labor) and to educate women 
about danger signs, potential complications, and 
where to seek help. In Ethiopia and Nigeria, nurse- 
midwives working with traditional birth atten- 
dants referred women of short stature having their 
first birth to the hospital for delivery. This sub- 
stantially reduced the number of maternal deaths 
from obstructed labor. Prenatal care is also an 
opportunity to provide preventive care that will 
benefit the infant as well as the mother (such as 
counseling on hygiene, breastfeeding, nutrition, 
family planning, tetanus toxoid immunization, 
and iron/folate supplementation) and to treat 
existing diseases that may be aggravated by preg- 
nancy (such as malaria). Women who develop life- 
threatening pregnancy complications must be 
able to reach first-level referral centers. 
Unfortunately, there is no established protocol for 
either the content or the timing of prenatal care. 
This is an issue of concern for any maternal health 
and safe motherhood program and deserves the 


immediate attention of the health community as 
well as policy makers. 

Because most pregnancy-related complications 
cannot be anticipated, all women need access to 
appropriate care should complications develop. In 
Ethiopia, for example, maternity waiting homes 
have been established near hospitals to bring 
women living in remote areas to obstetric care before 
the expected due date, if transport will be difficult 
from their homes to the hospital (Brennan 1991; 
Poovan, Kifle, and Kwast 1990). 

Because newborns and mothers can contract 
tetanus from nonsterile delivery procedures, immu- 
nization against tetanus is especially important for 
women who deliver in nonmedical settings. 
Immunizing pregnant women against tetanus costs 
less than US$6 per DALY saved, based on infant 
deaths averted (Jamison 1993). 

The regular intake of iron and folate tablets can 
prevent or cure anemia among pregnant and lactat- 
ing women. Providing iron supplementation for 
pregnant women is highly cost-effective, at a deliv- 
ery cost of less than US$2 to US$4 per person annu- 
ally, or less than US$13 per DALY saved, based on 
infant deaths averted (World Bank 1993c). Iron pills 
should be provided routinely to pregnant women 
and properly stored to protect quality. Pills can also 
be made available through community-based distri- 
bution and commercial outlets. Health care provider 
training and consumer education can improve 
patient compliance. Fortification of commonly used 
foods (salt or sugar) with iron, iodine, and vitamin 
A is even more cost-effective than supplementation. 

Where iodine deficiency is endemic, providing 
iodized oil to women of reproductive age is a low- 
cost addition to existing maternal and child health 
services, particularly where iodized salt is not avail- 
able. However, the most effective long-term 
approach to reducing iodine deficiency is iodization 
of salt for the whole community. Iodine supple- 
mentation can reduce mental retardation in infants 
and increase women’s work capacity. Use of injected 
or oral iodized oil every two to five years among 
women of reproductive age costs less than US$19 per 
DALY saved, based on child-deaths averted (World 
Bank 1993c). 

At about the fourteenth week of gestation, espe- 
cially in a first pregnancy, women’s resistance to 
malaria begins to diminish. While providing bed 
nets and antimalarial drugs to pregnant women in 
endemic areas can prevent severe illness and reduce 
the associated risk of low-birth-weight infants 
(Steketee 1989), prompt diagnosis and proper treat- 


ment of malaria during pregnancy may be the most 
cost-effective course of action. 


Safe delivery. Delivery care should include safe 
management of routine deliveries, safe-birth kits for 
traditional birth attendants, communication and 
transport to ensure timely referral and management 
of emergency complications, and essential obstetric 
functions at the first referral level. 

Health agencies should be able to ensure 
hygienic routine delivery in the community by 
trained paramedics, particularly midwives, or tradi- 
tional birth attendants. Most postpartum hemor- 
rhage, which is largely unpredictable, can be 
prevented if skilled birth attendants effectively man- 
age the third stage of labor. Sepsis at delivery can be 
largely prevented by minimizing vaginal examina- 
tions and ensuring clean delivery practices. When 
rupture of the membranes occurs long before labor, 
antibiotics should be provided. 

Most life-threatening complications occur dur- 
ing labor and delivery, and since most of these can- 
not be predicted, every woman needs access to 
emergency obstetric care. Effective treatment of 
hemorrhage often includes rapid manual removal of 
retained placenta, oxytocic drugs, intravenous flu- 
ids, blood transfusion, and surgery. In cases of hem- 
orrhage, obstructed and _ prolonged labor, 
hypertensive disorders such as eclampsia, and other 
obstetrical emergencies, the most important ele- 
ment in a woman’s treatment may be transporta- 
tion. Death from hemorrhage, for example, usually 
occurs within two hours of onset. When distance is 
a factor, first aid at the community or health center 
level may be necessary to stabilize a woman’s con- 
dition until she reaches the hospital. Advance plan- 
ning for emergencies is therefore key to reducing 
maternal death. 

Specially trained staff are needed to perform 
some obstetrical procedures (cesarean section and 
symphysiotomy for obstructed labor, laparotomy or 
hysterectomy to stop persistent bleeding, treatment 
for eclampsia and sepsis, and repair of obstetric fis- 
tulae). In Zaire, women’s lives have been saved by 
nurses trained to perform cesarean sections (White, 
Thorpe, and Maine 1987). 

Efforts must also be made to improve existing 
services. Major barriers to use of maternity care ser- 
vices include long distances to health facilities, inad- 

equate transportation, lack of funds to pay for 
transport and health care fees, lack of knowledge 
about the need for and benefits of formal medical 
care, and, in many settings, low quality care. 


Health and Nutrition Interventions for Women 23 


Postpartum care. Postpartum care should include 
early detection and management of infection and 
hemorrhage, support for exclusive breastfeeding for 
six months, nutrition counselling and family plan- 
ning services. Even among women who have deliv- 
ered in hospital, postpartum follow-up is important 
because complications may arise after leaving inpa- 
tient care. Educating women, their families, birth 
attendants, and community health workers to rec- 
ognize early signs of, and seek care for, infection, for 
example, may be lifesaving. Antibiotic treatment is 
sufficient to cure infection in more than 80 percent 
of cases if taken within four days of the onset of fever 
(Winikoff et al. 1991). 

Postpartum care should respond to women’s 
needs and preferences to ensure utilization and effec- 
tiveness. In Tunisia, the innovative Sfax program 
delivers integrated family planning and health ser- 
vices to the mother and child by linking postpartum 
care with a cultural tradition. In addition to follow-up 
and counseling immediately after birth, the program 
provides health care services and information for the 
mother and the infant on the fortieth day after birth, 
a day of religious and cultural importance for Tunisian 
mothers and children. In 1987 more than half the 
women who returned for the visit accepted a family 
planning method (Coeytaux 1989). The program has 
now been adopted nationwide. 


Prevention and management of sexually transmitted 
diseases 


At the primary health care level, efforts to control 
sexually transmitted diseases should focus on pre- 
venting transmission and treating infection in 
order to avert severe complications. Since the emer- 
gence of HIV/AIDS as a major public health prob- 
lem and identification of STDs as risk factors for its 
spread, primary prevention of STDs merits increas- 
ing attention. 

Treating STDs costs only US$1 to US$55 per 
DALY saved (World Bank 1993c). Preventing a single 
STD case in a woman is estimated to be almost 20 
percent more effective than preventing a single case 
in a man (Over and Piot 1993). The efficiency of 
transmission of many STDs is greater from men to 
women than from women to men and the severity 
of STDs (other than HIV) is generally greater in 
women than in men. In addition, preventing and 
curing STDs in women who are or may become preg- 
nant reduces perinatal transmission. 

The costs of treating STDs are much lower than 
the costs of treating their complications or the enor- 
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mous direct and indirect cost of widespread STD and 
HIV infection (Piot and Rowley 1992). Although the 
lack of simple, inexpensive diagnostic tests for most 
STDs constrains control programs in areas with lim- 
ited resources and facilities, syndromic diagnosis of 
STDs—based on characteristic groups of symp- 
toms—can often be used in men, and risk-based 
management approaches may be useful in sympto- 
matic women. 

Factors such as the emergence of antimicrobial 
resistance, the prevalence rate of STDs in the popu- 
lation, and the feasibility of reaching at-risk groups 
(including partner notification) must be considered 
when weighing health program options. Health care 
providers should concentrate on making services 
available to high frequency transmitters, particu- 
larly commercial sex workers, who contribute sub- 
stantially to the spread of infection. The 
cost-effectiveness of interventions drops rapidly 
when they are directed at the general population. 
Where the infection has spread beyond high-risk 
groups, a broader approach that includes women of 
childbearing age is important. Family planning and 
prenatal care services offer a valuable opportunity to 
provide STD counseling, screening, and treatment. 

Because contracepting and pregnant women are 
sexually active and therefore at risk, it is desirable and 
cost-effective to offer STD counseling, diagnosis, and 

treatment at clinics that also provide maternal and 
child health care and family planning; in addition, 
clustering of services is cost-effective. Single-purpose 
STD programs often fail to reach women too embar- 
rassed to use them, and those who are asymptomatic 
or who fail to recognize STD symptoms. By offering 
counseling, barrier contraceptives, and STD diagno- 
sis and treatment, family planning and maternal 
health programs can help prevent STD transmission 
and STD complications. Counseling should include 
the risks associated with STDs, such as effects on 
infant outcome and greater susceptibility to ectopic 
pregnancy, as well as increased likelihood of HIV 
infection. Health workers at all levels—including tra- 
ditional birth attendants—should be trained to rec- 
ognize STD symptoms and to use appropriate 
treatment and referral protocols. Health workers 
should also be trained to counsel on condom use, 
identify sexual contacts, and assist in notification of 
partners, when necessary. 

Drugs for treating STDs should be included on 
national essential drug lists, and the drug distribu- 
tion system should be streamlined. Distribution 
should be encouraged through commercial chan- 
nels and subsidized as necessary. Under a social mar- 


keting project in Cameroon, an STD treatment kit is 
sold in pharmacies. The kit contains antibiotics, 
instructions, a “partner referral” card to encourage 
partners to purchase the kit, STD information, and 
condoms (FHI 1992). 


Condom promotion and distribution. Aside from 
abstinence or changes in sexual behavior, condoms 
are the most effective means of preventing sexual 
transmission of STDs, including HIV/AIDS. To pro- 
mote condom use, governments need to lower 
import duties and other fees (which typically raise 
condom prices by 35 to 100 percent) and permit 
condom advertising in the mass media. Subsidizing 
condom distribution and promotion is estimated to 
cost US$76 per DALY gained, taking into account the 
impact of STDs, AIDS, and cervical cancer (a sec- 
ondary effect of some STDs) on adults and children. 
Factoring in family planning benefits reduces the 
cost per DALY gained (based on child outcomes) to 
US$45, making condom distribution even more 
cost-effective Jamison 1993). 

To date, subsidized commercial sales, commu- 
nity-based distribution, and workplace programs 
have been effective in distributing condoms to both 
high-risk groups and the general population. A 
community-wide intervention in Zimbabwe distrib- 
uted more than 5.7 million condoms and reduced 
STD prevalence by 6 to 50 percent in different areas 
(World Bank 1993c). In Zaire, a 1987 mass media and 
condom marketing program was highly effective: 
more than 80 percent of women surveyed had heard 
about AIDS from the radio, and condom sales rose 
to seven times previous levels in one year ‘Liskin et 
al. 1989). In a program in Tanzania sponsored by the 
African Medical Research Foundation, trairied peer 
educators (mostly prostitutes) have been effective in 
distributing condoms (D’Atre 1992). 


Prenatal screening and treatment for syphilis. Cost- 
effectiveness estimates for treatment of Syphilis vary 
greatly, depending upon its prevalence, assumptions 
about the risk of transmission, and the case-detection 
Strategy used. In most developing countries, sero- 
logic screening for syphilis using the Rapid Plasma 
Reagin (RPR) test, which provides immediate results, 
and treatment with penicillin (where indicated) is a 
simple and inexpensive approach, with Significant 
payoffs for infant outcome (Schulz et al. 1992). 
Accordingly, screening and treatment of syphilis dur- 
ing prenatal care is recommended. A project in 
Zambia reduced the incidence of Syphilis among 
pregnant women by 60 percent within one year ata 


cost of US$0.60 per prenatal screening and US$12 per 
maternal syphilis case averted (Hira et al. 1990). 

The most serious consequence of gonorrhea and 
chlamydia in pregnant women is the occurrence of 
ophthalmia neonatorum (a severe eye infection that 
can cause blindness in newborns). Routine antibi- 
otic prophylaxis for this condition in the newborn, 
which costs only $1.40 per case averted, is recom- 
mended rather than screening and treatment of all 
pregnant women (Schulz et al. 1992). 


Symptomatic case management. Syndrome-based 
treatment of gonorrhea, chlamydia, and genital 
ulcer diseases in symptomatic men is recommended. 
Symptomatic women with genital ulcers or pelvic 
inflammatory disease should also be diagnosed and 
treated using clinical algorithms developed by 
WHO. By following the step-by-step guidelines 
developed by WHO, health workers can match 
patient symptoms with those for locally prevalent 
STDs and provide treatment accordingly. Clinical 
and laboratory diagnosis of sexually transmitted dis- 
eases is generally not feasible in low resource coun- 
tries, particularly in rural areas, because of cost and 
the unavailability of trained technical personnel and 
laboratory equipment (Lande 1993; Piot and Rowley 
1992). 


Targeted screening and treatment of commercial sex 
workers. When targeted to frequent transmitters of 
infection, screening and treatment can be extremely 
cost-effective. A project to diagnose and treat STDs 
among prostitutes in Nairobi, Kenya, for example, 
reduced the mean annual incidence of gonorrhea in 
this group from 2.85 cases per woman in 1986 to 
0.66 cases per woman in 1989. The project also 

‘markedly reduced the incidence of other STDs, 

including HIV; at approximately US$8-US$12 per 
case, the project prevented an estimated 6,000 to 
10,000 new cases of HIV infection (Moses et al. 
1991). 

Efforts are now underway to develop rapid, accu- 
rate diagnostic methods for resource-poor settings 
and to introduce them into STD programs through 
the STD Diagnostics Initiative. Formed in 1990 by an 
international group of STD experts, the initiative is 
working on the development of quick, inexpensive 
tests for chlamydia, gonorrhea, and syphilis. 


Essential Behavior Change Interventions 


In addition to adopting the health care measures 
outlined above, countries can also benefit substan- 
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tially from a countrywide strategy—involving gov- 
ernment, NGOs, and even the commercial sector— 
to inform the public and change health-related 
behavior. Such a concerted effort to foster the adop- 
tion of practices that improve women’s health pro- 
vides a necessary framework for health service 
interventions. Supportive health policies, including 
laws, government regulations, and health care pro- 
tocols, are also essential. Policymakers attempting to 
address chronic health problems and new concerns 
would do well to consult health care workers and 
representatives of women’s groups for their opinions 
on the limitations of present policy and suggestions 
for reform. Legal initiatives and monitoring are 
important for accelerating social changes. 


Promotion of positive health practices 


Information, education, and communication pro- 
grams can change the attitudes and practices of both 
men and women, health care providers, opinion 
leaders, and policymakers. Through broad educa- 
tion programs using mass media, community meet- 
ings, outreach workers, marketplace displays, and 
other communication channels, health agencies can 
promote clinic attendance, educate consumers on 
healthy lifestyles and treatment alternatives, allay 
fears, refute false rumors, help shape social norms, 
and build a constituency for women’s health and 
nutrition programs. Entertainment media have 
proven effective for prornoting a variety of health- 
related behaviors (including family planning, AIDS 
prevention, better nutrition, and smoking cessa- 
tion). Educational programs in clinic waiting areas 
reduce the time needed to inform patients about 
health matters. 

Public education programs and counseling help 
women learn how to recognize the signs of disease 
and convey information on when and where to seek 
help. Consumer education can enable women to 
treat minor ailments at home while urging them to 
seek timely intervention at the first sign of serious 
problems. The promotion of specific household 
behaviors (such as handwashing and boiling water) 
can have a noticeable impact on the entire family’s 
health. Teaching women and family members to rec- 
ognize the danger signs during pregnancy and to 
seek prompt medical attention can greatly reduce 
the incidence of maternal deaths. In Zaria, Nigeria, 
a radio campaign stressing the dangers of a labor 
lasting more than twenty-four hours is credited with 
a significant decrease in the incidence of obstetric 
fistulae (Harrison 1986). 
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Delayed childbearing among adolescents. Favorable 
laws and regulations have a major impact on the 
availability and accessibility of contraceptives and 
abortion. Where early marriage contributes to early 
childbearing, governments can raise the legal age of 
marriage and provide encouragement and incentives 
for young women to postpone marriage and remain 
in school. Proscriptions regarding contraceptives and 
medical procedures and spousal consent require- 
ments can be relaxed. Health agencies can have far 
more impact if they can ensure adolescents and 
unmarried women access to confidential reproduc- 
tive and sexual health information and services, pro- 
tected by law, and courteous, sensitive treatment. 

Health workers need to publicize the harmful 
effects of early childbearing and closely spaced preg- 
nancies through a variety of channels. By advocat- 
ing postponement of the first birth until age 
eighteen or later and at least two years spacing 
between births, health agencies can promote public 
discussion and help to change social norms. Satisfied 
users of contraception can be used as peer motiva- 
tors to reinforce these messages. 

Programs need to target adolescents as a discrete 
group (Box 3.1). Messages, media use, outreach pro- 
grams, and service outlets need to focus on adoles- 
cents’ preferences and appeal to them directly. 
Whenever possible, adolescents should be involved 
in planning, especially in the needs assessments, 
program design, and message testing aspects. In gen- 
eral, education programs which are implemented by 
peers have been more effective than adult-directed 
initiatives. Multiservice centers that integrate recre- 
ation and education with health services are effec- 
tive in recruiting adolescents but may be costlier per 
contraceptive user than family planning clinics or 
outreach activities (Senderowitz 1994). 

Both girls and boys need to understand the 
reproductive process. Schools should provide 
instruction in reproductive physiology and sex edu- 
cation—not only information on when conception 
occurs and how to prevent it but also negotiating 
skills—as part of family life education or as an inte- 
gral part of the school curriculum, starting before 
sexual activity has begun. Studies have shown that 
access to counseling and contraceptives does not 
encourage earlier or imcreased sexual activity 
(Grunseit and Kippax 1993). 

Mass media campaigns can be effective in reach- 
ing adolescents. In Jamaica, the National Family 
Planning Board broadcast TV and radio spots and 
songs with the message “Before you be a mother, you 
got to be a woman” (Church and Geller 1989). Yet 


while campaigns promoting delayed childbearing 
seem to be well received, there has been little analy- 
sis of their specific effects on behavior. 


Safe sex. Safe sex has been defined as sex that is 
safe from unwanted pregnancy, disease, or the 
unwanted use of power in sexual relationships (IPPF 
1993). Because most people know little about sexu- 
ally transmitted diseases and HIV/AIDS transmis- 
sion, symptoms, and long-term risks, public 
education programs need to inform people of the 
reasons for adopting preventive behaviors (includ- 
ing abstinence, monogamy, nonpenetrative sex, 
condom use, and other behaviors that reduce expo- 
sure) and for seeking treatment when needed. 
Despite some controversy, mass media campaigns 
have been effective in informing the public about 
sexually transmitted diseases and AIDS and chang- 
ing sexual behavior. Following a nine-month mass 
media campaign in Mexico, for example, condom 
use rose among university students, prostitutes, and 
other audiences (Liskin et als 1989). 

In general, women know less about sexually 
transmitted diseases and AIDS than do men, learn 


Box 3.1: Reaching adolescents 


When the Gente Joven (“Young People”) program 
of the Mexican Family Planning Foundation was 
established in 1986, Mexican schools did not pro- 
vide sex education. Gente Joven filled the gap by 
bringing information on sexuality and family 
planning to young people in poor urban areas. Its 
goals are to: 

¢ Provide a foundation to enable teenagers to make 
their own informed decisions, rather than simply 
providing contraceptives. Gente Joven focuses on 
the emotional and social issues that adoles- 
cents experience as well as the biological and 
clinical aspects of sexuality. 
Recognize the gender differences between boys and 
girls that influence their sexual activity and con- 
traceptive use. For example, a study on AIDS 
prevention revealed that girls are reluctant to 
bring up condom use because it might be inter- 
preted by boys as evidence of too much sexual 
experience. Gente Joven incorporates such 
information into its program strategies. 
Focus on how ideas are communicated, as well as 
on what the message conveys. Video and radio 
are widely used by Gente Joven because they 
are particularly effective channels for commu- 
nicating with teenagers. 


Source: Marques 1993. 


about them later, and are less likely to hear about 
them from the mass media (Liskin et al. 1989). 
Personal contacts with individual women or groups 
of women may be needed to convey related infor- 
mation effectively. Women can be approached at 


places where they usually meet, such as clinics, 


schools, market squares, and farmlands, or through 
Stassroots organizations such as market women’s 
associations, women’s media associations, women’s 
clubs, and church groups (Post 1993b). Educational 
programs should reach women of all ages, including 
women of childbearing age, young girls before they 
become sexually active, and older women, who 
often educate and advise youth. 

Counseling in negotiation skills can help 
women to persuade their partners to use condoms, 
and condom promotion campaigns can change 
men’s negative image of condoms. Over the long 
term, fundamental attitudinal and_ behavioral 
change is needed to make gender relations more 
equitable, so that women have more power to pro- 
tect themselves against unwanted pregnancy and 
disease and men share responsibility for the sexual 
health of their partners. Outreach programs are also 
needed to promote condom use among men. 
Intensified research to develop effective female-con- 
trolled methods of sexually transmitted disease pre- 
vention (such as a vaginal microbicide) is urgently 
needed. 


Adequate nutrition. Health agencies can help to 
inform people about women’s nutritional needs at 
different stages of the life cycle and serve as advo- 
cates for better diets for girls and women. In addi- 
tion, government agencies can identify the need for 
programs to address contributory problems (such as 

‘poverty, women’s heavy workload, high fertility, 
lack of safe water supplies, and poor sanitation). 
Health workers can be trained to recognize nutri- 
Aional deficiencies and to counsel patients on cor- 
‘rective measures. To be effective in countering 
harmful food taboos and changing food allocation 
patterns within households, messages must be tai- 
lored to local conditions. 

High priority should be given to improving nutri- 
tional intake among young and adolescent girls in 
order to prevent health problems in later life. 
Adequate intake of micronutrients, especially cal- 
cium and iron, is especially important. In areas where 
girls receive less or poorer quality food than boys, 
health workers need to make an extra effort to edu- 
cate caregivers on the long-term consequences of this 
practice. Special initiatives such as home visits, 
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school meals, and other supplemental feeding pro- 
grams may be helpful in improving girls’ nutrition. 

Even with little increase in household spending 
on food, nutrition education programs can influ- 
ence food selection, preparation techniques, adher- 
ence to food prescriptions, use of vitamins and other 
supplements, and the treatment of diarrhea and 
other diseases that inhibit food absorption. Nutri- 
tion education programs have been successful in a 
variety of settings in promoting breastfeeding and 
appropriate weaning foods. They can also be used to 
promote low-cost, nutritious foods that are readily 
available and the cultivation of micronutrient-rich 
crops in home gardens as an effective way of ensur- 
ing an adequate supply of suitable foods for dietary 
improvement. A project in West Sumatra, Indonesia, 
for example, promoted dark green leafy vegetables 
(rich in iron and vitamin A) through the radio and 
other media. After the 1987-89 campaign, the pro- 
portion of pregnant women who consumed these 
vegetables daily rose from 19 to 32 percent (Favin 
and Griffiths 1991). A similar project in Brazil, which 
promoted a more nutritious diet for pregnant 
women along with prenatal care, reduced low birth 
weight among infants by nearly 50 percent in one 
area (Victora et al. 1991). 


Increased male support. With the support of their 
partners, women need to assume greater control 
over their health and well-being. In many cultures, 
men are the decision-makers in such health-related 
concerns as food purchases and distribution within 
the family, family size, birth spacing, and the use of 
health care. In Senegal, for example, a study seeking 
to learn why so few women used maternal health 
services found that only 2 percent of the women 
interviewed said they would decide for themselves 
to seek care in the event of pregnancy-related com- 
plications. For most, the decision rested with their 
husbands (Thaddeus and Maine 1990). Men also 
influence women’s health directly through their 
own behaviors. Education programs and services 
directed to men are needed to promote contracep- 
tive use, safe sex, and reduction of substance abuse 
and violent behavior. 

Health and other agencies need to make a con- 
certed effort to make men aware of women’s health 
problems and encourage them to take responsibility 
for the effects of their behavior. Reaching boys, both 
in and out of school, with reproductive health edu- 
cation is important because men so often dominate 
the sexual relationship. School-based and mass 
media programs that reach boys at a young age can 
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be particularly effective in shaping later attitudes 
and practices. 

To date, few health and nutrition education pro- 
grams have been targeted to men. Examples of male- 
oriented programs are found in Honduras, Kenya, 
and Thailand, where breastfeeding promotion cam- 
paigns urge men to help their lactating wife by pro- 
viding her with extra food and liquids, assuming 
extra chores to enable her to rest, and encouraging 
her to continue breastfeeding (Green 1989). In Mali, 
the Nutrition Communication Project has mounted 
a multimedia campaign to persuade men to provide 
women with additional and more nutritious foods 
during pregnancy (Fishman et al. 1991). 

Men need to assume more responsibility for their 
fertility. To increase men’s role in preventing 
unwanted pregnancy, family planning programs 
need to reach out to men to promote the use of male 
methods of contraception, support for their part- 
ner’s contraceptive use, and increased spousal com- 
munication about family size goals, fertility 
regulation, and disease prevention. One approach is 
to provide men-only hours or clinics. In five 
Colombian cities, PROFAMILIA, a Colombian fam- 
ily planning association, has created men’s clinics, 
annexed to a longstanding program directed pri- 
marily to women. The clinics provide family plan- 
ning and diagnosis and treatment of urological and 
sexual problems, infertility, and sexually transmit- 
ted diseases (Rogow et al. 1990). 

The imbalance in contraceptive responsibility is 
particularly evident for voluntary sterilization. 
Despite the advantages of vasectomy over female 
sterilization in lower health risks, cost, and recuper- 
ation time, female sterilization procedures predomi- 
nate in nearly all countries. In Latin America, women 
obtain 93 percent of the sterilization procedures 
(PAHO 1993). Even in Thailand, where vasectomy 
has been heavily promoted, women obtain four in 
five sterilizations (Ross et al. 1993). The “no-scalpel” 
technique of vasectomy, which has further simplified 
the procedure, should be made more widely available 
and promoted. Also, research is needed to provide a 
wider array of male contraceptive options. 

Since women bear the major consequences of 
unplanned pregnancy, requiring men to meet their 
parental obligations might motivate them to take a 
more active role in preventing pregnancy. Few coun- 
tries have policies requiring men to take financial 
responsibility for their offspring, and there is no evi- 

dence about whether such policies have any impact 
on sexual behavior or fertility. Proposals for initiat- 
ing campaigns to promote male responsibility for 


family planning have generated useful public dis- 
cussion. One poster, featuring a doleful pregnant 
man asking: “Would you be more careful if it was 
you who got pregnant?”, has been adapted for use 
in eight countries (Gallen et al. 1986). 


Eliminating harmful practices 


In addition to educational and policy measures to 
promote positive health practices, governments and 
health agencies need to address harmful practices 
associated with women’s subordinate status (such as 
discriminatory access to food and health care, geni- 
tal mutilation, and gender violence). Because these 
practices arise from the general social, economic, 
and cultural environment, cooperation and coordi- 
nation on a wide scale is needed to change them. 
By emphasizing the health aspects of harmful 
practices, governments can promote public aware- 
ness of their significance, prevalence, and impact. 
Health workers can be trained to recognize and treat 
the health conditions that result from these practices, 
while health agencies can document them and iden- 
tify their causes and potential interventions for their 
control, as well as disseminate related information. 


Gender discrimination. Health planners, man- 
agers, and providers can help sensitize policymakers, 
community leaders, and the general public about 
the profound impact that gender discrimination has 
on the health, well-being, and productivity of 
women—and their children. In resource-poor coun- 
tries, public education programs on these topics can 
be provided as part of the Essential Services for 
women. In informing the public, health workers 
need to stress the high human costs of neglect and 
mistreatment of girls and women—including the 
long-term implications of inferior care for girls and 
the deleterious effects of poor nutrition and early 
childbearing. 

While increasing public awareness is a necessary 
first step, the ultimate goal is the adoption of posi- 
tive social norms and health behavior. Govern- 
ments, therefore, will need to provide active support 
for interventions designed to change behaviors, first 
on a limited-scale and later on a national level. 
Policies, cultural practices, and social norms that 
perpetuate women’s low status need to be reexam- 
ined. Higher levels of education and vocational 
training for women, greater Participation in the 
labor force, and improved access to income, land, 
and credit will also raise women’s status and influ- 
ence gender-power relations. 


Genital mutilation. Governments and NGOs, 
including professional organizations and women’s 
groups, should be encouraged and supported to 
work to eliminate the practice of genital mutilation. 
Enactment of laws and clear policy declarations pro- 
hibiting female genital mutilation may help to dis- 
courage its practice, although more broad-based 
efforts are needed. Widespread public education 
programs can publicize the harmful effects of geni- 
tal mutilation and address its cultural roots. Local 
research may be needed to determine its prevalence, 
the cultural reasons for its perpetuation, and the 
harmful health, social, and economic consequences, 
as well as to test effective approaches (Box 3.2). 
Health workers can help disseminate this informa- 
tion to the community. 


Domestic violence and rape. Because violence 
against women is deeply rooted in gender-based 
power relations, sexuality, self-identity, and social 


Every year two million girls are subject to genital 
mutilation. Unlike male circumcision, in which the 
foreskin is removed without damage to male organs, 
female circumcision involves the cutting and 
removal of parts or all of the external female genitals. 
Practiced mainly in Eastern and Western Africa (with 
an estimated prevalence of at least SO percent in 
Benin, Burkina Faso, Central African Republic, Chad, 
Céte d'Ivoire, Djibouti, Ethiopia, Gambia, Guinea, 
Guinea-Bissau, Kenya, Liberia, Mali, Nigeria, Sierra 
Leone, Somalia, Sudan, and Togo), it is also found in 
parts of Asia and the Middle East (such as Egypt, 
India, and Yemen). Prevalence is highest in Somalia 
and Djibouti where 98 percent of women are subject 
to genital mutilation, 80 percent or more of them in 
its most extreme form (Toubia 1993). 

Genital mutilation has serious, and sometimes 
fatal, physical consequences as well as psychological 
effects. Immediate consequences include excruciat- 
ing pain, hemorrhage, tetanus, and sepsis. Long- 
term consequences include scarring, urinary tract 
infections, painful intercourse, obstetric fistulae, dif- 
ficulty during urination and menstruation, and 
complications in childbirth. 

Female genital mutilation has been discussed as 
both a human rights and a health issue. In 1990, 
the Convention of the Rights of the Child con- 
demned female circumcision as torture and sexual 
abuse. The Forty-sixth World Health Assembly in 
1992 adopted a resolution that promotes the elim- 
ination of female genital mutilation and other 
harmful traditional practices. Organizations such 
as the Inter-African Committee on Traditional 


Box 3.2: Eliminating female genital mutilation 
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institutions, it is difficult to change without con- 
fronting these underlying issues directly. That 
means that the health sector must go beyond treat- 
ing the consequences of violence by examining the 
roots of cultural and social legitimization of bodily 
harm and male control over female behavior and 
encouraging other public and private institutions to 
play a more active role in addressing them. 

In most countries, laws fail to protect the victims 
of domestic violence or to punish its perpetrators. 
Many violent crimes go unreported because the vic- 
tims are afraid of the perpetrator and of society’s skep- 
ticism, its condemnation of victims, and ostracism. 
Where violence against women is condoned or pun- 
ished lightly, laws should be strengthened to serve as 
a deterrent. Key legal changes include removing bar- 
riers to prosecution (such as requiring witnesses and 
evidence of permanent injuries), eliminating prac- 
tices that are prejudicial to women (ignoring com- 
plaints of women who are not virgins, exonerating 


Practices Affecting the Health of Women and 
Children are working to focus attention on this 
issue and to bring about its elimination. Since mul- 
tiple cultural and social factors contribute to the 
continuation of this practice, it is best handled 
nationally, with involvement of local women’s and 
professional groups. 

In Burkina Faso, a national committee to eradicate 
female genital mutilation was established in 1990 by 
presidential decree. The committee has established 
provincial groups, held workshops, and developed a 
film and teaching materials (IAC 1993). In Kenya, 
Maendeleo ya Wanawake Organization (MYWO), a 
women’s organization, conducted a study on female 
genital mutilation in the area. The study found that 
approximately 90 percent of women interviewed in 
the study area had undergone genital mutilation. 
Even though most circumcised women reported 
having experienced problems due to circumcision, 
more than 65 percent expected to have their daugh- 
ters circumcised. Additional qualitative research pro- 
vided some explanations for this practice and belief. 
Circumcision signifies a rite of passage, conferring 
maturity and respectability. A girl who is uncircum- 
cised is considered unfit to become a wife and 
mother. Benefits such as education, gifts, celebra- 
tions and privileges are bestowed on the circumcised 
girl. The MYWO developed a communication pro- 
gram to re-educate community leaders and change 
agents, parents, elders, and youth and is currently 
exploring ways of eliminating the practice of female 
genital mutilation (Matovina 1992, Toubia 1993, 
WHO 1993b). 
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rapists who agree to marry their victims), and ensur- 
ing that married women have access to family assets 
and are free to leave abusive relationships. 

Health and family planning workers can be an 
important source of support and referral for victims 
of violence. They can also exacerbate the situation 
through insensitive and judgmental behavior. 
Sympathetic treatment and providing a space to talk 
can facilitate healing. Experience has shown that 
most women will disclose abuse if questioned by a 
sympathetic health care provider. Increasingly, spe- 
cialized counseling, legal, and support services are 
available to assist abused women who are referred 
from health care settings. Even where no special ser- 
vices are available, health providers can be trained 
to emphasize that no one deserves to be beaten or to 
be blamed for being raped. 

In many countries, NGOs are raising awareness 
about the problem of violence against women. In 
Honduras, Jamaica, and Nicaragua, NGOs have used 
theatrical productions to generate public discussion 
on this topic. One group has also protested against 
objectionable portrayals of women and violence in 
the media (Heise et al. 1994; Popular Education 
Research Group 1992). 


Expanded Health Interventions 


For developing countries with the financial resources 
and political will to go beyond the Essential Services, 
the Expanded Services provide a more comprehen- 
sive set of interventions and therefore more adequate 
health services for women (Table 3.3). For lower- 
income countries that initially adopt only the 
Essential Services, the Expanded Services can be 
incorporated incrementally, with the first priority to 
expand and improve the quality of Essential Services, 


Table 3.3: Expanded Services for women’s health 
Additional health interventions 


EXPANSION AND IMPROVEMENT OF ESSENTIAL SERVICES 

* Increased choice of contraceptive methods 

* Enhanced maternity care 

* Expanded screening for and treatment of sexually 
transmitted diseases 

* Extended nutrition assistance to vulnerable groups 

¢ Screening, treatment, and referral for victims of 
violence 


CANCER SCREENING AND TREATMENT 
* For cervical cancer from age thirty-five 
* For breast cancer from age fifty (where resources 


permit) 


such as contraceptive choice for all reproductive-age 
women. A surveillance system to assure the quality 
of obstetric facilities and home-based maternal 
health care can substantially enhance maternity care 
services. Services that might be added to the Essential 
Services include the cost-effective management of 
chronic diseases (particularly cervical cancer) and 
expanded measures to address the biological and 
social aspects of women’s health throughout the life 
cycle. On the other hand, procedures with low cost- 
effectiveness (such as routine ultrasound testing) and 
unnecessary surgical interventions (such as unwar- 
ranted cesarean sections and hysterectomies) should 
be discouraged in all settings (Box 3.3). 


Expansion of Essential Services 


Increased choice of contraceptive methods. As family 
planning programs expand to cover more clients 
through a larger network of outlets, including inten- 
sified outreach to adolescents, so should the range 
of contraceptive methods offered for delaying, spac- 
ing, and limiting pregnancies. Each method added 
attracts new users and expands the choices for cur- 
rent users, increasing overall contraceptive preva- 
lence and continuation rates and more successfully 
meeting women’s differing needs. Analysis of data 
from seventy-two developing countries found that 
access to a range of methods strongly affected con- 
traceptive prevalence, while studies in Hong Kong, 
India, Korea, Taiwan (China), and Thailand found 
that adding a new contraceptive method generated 
new adopters (Freedman and Berelson 1976). 
Strengthening the referral system can help to 
expand method choice by providing access to spe- 
cialized facilities offering methods such as steriliza- 
tion and natural family planning. 


Additional behavior change ir:terventions 


INCREASED ATTENTION TO EARLY  REVENTION 

* In-school education about reproductive physiolog 
sexuality, and reproductive health oo 

¢ Public information and services to prevent 
unwanted pregnancy and sexually transmitted 
diseases 

* Education about women’s increased nutritional 
needs 

* Education about smoking and substance abuse 


STRATEGIC EFFORTS TO REDUCE GENDER DISCRIMINATION 
AND VIOLENCE 


GREATER FOCUS ON WOMEN BEYOND REPRODUCTIVE AGE 
* Education about nutritional requirements 
* Self-help links with support networks 
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In settings with sufficient infrastructure, post- Enhanced maternity care. As the health infrastruc- 
coital contraception can be used to help prevent ture improves, maternity care services should be 
unwanted pregnancy and reduce the need for abor- —_ upgraded to include expanded routine and referral 
tion, including among adolescents and rape vic- _ care, with increased coverage and full-service obstet- 
tims. The major postcoital methods are __ ric facilities. More detailed information on expand- 
combination pills containing estrogen and prog- © ing maternity care services can be found in Making 
estin and IUDs, which have failure rates of under 2 Motherhood Safe (Tinker et al. 1993a). 
percent if administered within three and five days In prenatal care, increased attention needs to be 
of unprotected intercourse, respectively (Van Look _ given to the quality of care and a more compre- 
1990). A new drug called RU-486, which canbe pro- _ hensive strategy for improving women’s health. 
vided within the first sixty-three days of pregnancy _— Special efforts should be made to reach marginal- 
and is combined with a dose of prostaglandin, ized groups, such as adolescents and the poorest 
shows promise as a nonsurgical method of early | women. To improve the quality of care, maternal 
abortion. The current regimen requires medical death audits should be introduced, and efforts 
supervision, although alternatives are being stud- should be intensified to coordinate supervision and 
ied. More information on the cost of RU-486 and __ back-up from hospital to community level. Services 
on infrastructural and medical back-up require- —_ will need to be decentralized and women redirected 
ments is needed before its widespread use can be __ to health centers for routine care, since referral sites 
advocated in low-income countries (Sundstr6ém will tend to become overwhelmed by demand. 
1993). Birthing centers located near hospitals may provide 


Box 3.3: Inappropriate practices in women’s health 


When misapplied, some health care practices can Unwarranted cesarean sections 
jeopardize the health of the women they are 
intended to benefit, as well as squander valuable Under appropriate conditions, cesarean section can 
resources that could benefit larger numbers of be a life-saving procedure for the mother and infant. 
women. However, the incidence of cesarean sections is not 
always justified on medical grounds. In Brazil, for 
Misplaced emphasis in prenatal care example, the cesarean rate exceeds 30 percent (PAHO 
1993). Cesarean rates range from 5 to 20 percent in 
Appropriate prenatal care with back-up for man- developed countries (Chalmers et al. 1989). Misuse of 
aging obstetric complications is essential for cesarean sections not only adds to health care costs 
maternal and child health. However, many coun- (the additional cost imposed by cesarean sections in 
tries emphasize the frequency of prenatal visits, Brazil in 1985 was $13.4 million) but also exposes 
rather than the quality of care provided. This women to far greater health risks than they face dur- 
emphasis on number of visits strains the resources ing vaginal deliveries. Studies in Latin America indi- 
of both the individual (travel costs, waiting time) cate that the decision to perform cesarean sections is 
and the health system. Prenatal care is often overly based not only on maternal or fetal need, but also on 
dominated by an ineffective effort to predict preg- health care providers’ and hospitals’ economic con- 
nancy complications, most of which are, unfortu- siderations (PAHO 1993) and the convenience of 
nately, unpredictable. Because of this, access to both the provider and patient. 
treatment for complications must be available for 
all women. Misdirected screening for cervical cancer 
In the former Soviet republics, pregnant women 
are seen at least twelve times (and often over The limited cervical cancer screening conducted in 
twenty) during pregnancy, and prenatal visits are developing countries is generally provided through 
marked by numerous diagnostic and lab tests, family planning and maternal and child health clin- 
including routine ultrasonography. Despite these ics. Such an approach erroneously targets younger 
many visits, there appears to be little prenatal women rather than the women aged thirty-five 
counseling and education regarding nutrition and years or older who are most at risk. Screening 
family planning (Weinstein et al. 1993). When women from the age of thirty-five has been shown 
properly conducted, good quality prenatal care can to be at least 90 percent as effective as screening 
be provided through as few as three to six prenatal from the age of twenty-five, and to cut costs by one- 
visits. third (Miller 1992). 
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a low-cost alternative for routine deliveries, as has 
been found in Mexico. 

As deliveries become increasingly institutional- 
ized, providers need to resist the overuse or abuse of 
medical technologies and to emphasize client-ori- 
ented care, including preventive and promotive 
counseling. Women should be encouraged to seek 
the support of family members, and babies should 
be kept with their mothers. These “mother and baby 
friendly” practices are now being introduced to 
countries in the former Soviet Union, replacing the 
common practice of separating mothers from new- 
borns and family members and keeping them in the 
hospital for an unnecessarily long time for routine 
deliveries. 


Expanded screening for and treatment of sexually 
transmitted diseases. Health agencies can increase 
coverage for the screening and treatment of sexually 
transmitted diseases as resources permit. Key inter- 
ventions include: 

¢ Expanded screening and treatment of high fre- 
quency transmitters. Efforts should be further 
intensified to reach high-risk groups, which 
include, in addition to commercial sex workers, 
the men who hire them, truck drivers, and 
migrant laborers. Projects in Peru, Tanzania, 
Thailand, and Zimbabwe have successfully per- 
suaded prostitutes and their clients to use con- 
doms more regularly. Thailand’s program of 100 
percent condom use in brothels now covers 
sixty-six of the country’s seventy-three pro- 
vinces (Rojanapithayakorn 1992). As part of a 
social marketing project in Cameroon, prosti- 
tutes trained as peer educators have sold 19 per- 
cent of the condoms distributed, with the 
added benefit of reducing their dependence on 
prostitution for income (USAID 1991). 

* Detection of and treatment for genital ulcers, vaginal 
discharge, and pelvic inflammatory disease. Efforts 
should be expanded to all women of reproduc- 
tive age and should cover a broader range of 
reproductive tract infections, particularly vagi- 
nal discharge. While treating patients with 
symptoms can help to avert serious complica- 
tions and the further spread of sexually trans- 
mitted diseases, the majority of women with 
STDs are asymptomatic. Furthermore, diagnosis 
of syndromes, such as abnormal vaginal dis- 
charge, requires use of risk-based algorithms 
and/or simple diagnostic tests. Therefore, in set- 
tings where diagnostic facilities exist, specific 
diagnosis and appropriate treatment should be 


made available to women with symptoms sug- 
gestive of STDs and to asymptomatic women, 
especially those considered at risk, who attend 
prenatal, family planning, or primary health care 
facilities. 

Partner notification. By placing increased empha- 
sis on notifying the partner of a person diag- 
nosed with a sexually transmitted disease, health 
workers can reduce the spread of such diseases, 
including HIV/AIDS, and prevent reinfection 
after treatment of STDs. Because men more fre- 
quently have symptoms, they may be more 
likely to seek care. Furthermore, partner notifi- 
cation can lead to earlier treatment for women 
with sexually transmitted diseases, thereby 
reducing the rate of serious complications, such 
as pelvic inflammatory disease. 

e Reducing the transmission of HIV through blood 
transfusions. Pregnant women, in particular, have 
an increased exposure to blood transfusions. 
Educating health care providers about possible 
risks and establishing guidelines for blood trans- 
fusions can reduce the number of transfusions by 
more than SO percent at a negligible expense 
(World Bank 1993c). Where there are blood 
banks, screening of donated blood can be added 
for an additional cost of about 5 percent. Where 
such facilities are not available, rapid tests (such 
as the dipstick) are needed. 

HIV counseling and testing. Where HIV prevalence 
is high, women of reproductive age should receive 
counseling and have the option of being tested for 
HIV. HIV-infected pregnant women should be 
provided with counseling about the risk that their 
child may be HIV-infected and informed of their 
options, including abortion, and, where afford- 
able, antiretroviral therapy with AZT, which may 
reduce risk of transmission to newborns by as 
much as two-thirds (MMWR 1994). 


Nutrition assistance for vulnerable groups. While 
the Essential Services focus on nutrition assistance 
for pregnant women, Expanded Services should 
extend this assistance to other groups at risk of mal- 
nutrition, including young and adolescent girls, and 
elderly women. Special programs for refugees and 
dislocated persons may also be needed. 

Nutrition strategies fall into two major cate- 
gories: decreasing energy loss by controlling fertil- 
ity, preventing infections, and reducing the 
physical workload; and increasing intake by 
improving the diet, reducing inhibitors that limit 
the efficiency of food absorption, and providing 


food and micronutrient supplements. Nutrition 
programs should assess the nutritional status of girls 
and women at risk and provide food supplements 
as needed, improve nutritional habits through 
counseling and public education, identify appro- 
priate local food sources and proper food prepara- 
tion and storage practices, and educate men and 
women about improving women’s dietary habits 
and food allocation within the family. In collabora- 
tion with other agencies, nutrition programs should 
promote delayed pregnancy until after the teenage 
years, birth-spacing intervals of at least two years, 
fewer pregnancies per woman, and greater use of 
labor-saving technologies (Ghassemi 1990). 
Because inadequate calcium contributes to osteo- 
porosis (bone loss), which accelerates after 
menopause, calcium intake is critical, especially 
during adolescence. 

Governments can promote better nutrition by 
ensuring that low-income families have the 
means to purchase nutritious foods. Measures to 
ensure adequate food supplies include consumer 
price supports for staple foods, transportation sys- 
tems, income transfers for vulnerable households, 
food distribution, dietary diversification, and 
food fortification. 

Three major types of nutrition interventions can 
be used to improve the nutritional status of women 
and girls: 

¢ Food supplementation. If properly targeted and 
tailored to local market conditions, food sup- 
plementation programs can have a substantial 
impact on nutritional status (World Bank 
1993c). In Guatemala, for instance, pregnant 
women who received food supplements had 
babies with higher birth weights than women 
who received no supplements (Villar and Rivera 
1988). Generally, food supplementation pro- 
grams are costly to implement and maintain. 
Nevertheless, they may be the only effective 
means of improving the nutritional status of 
extremely poor populations. 
Micronutrient supplementation. Appropriate 
micronutrient supplementation throughout the 
life cycle—such as iron and folate pills, vitamin 
A capsules, and iodized oil—can be highly 
effective in overcoming vitamin and mineral 
deficiencies (World Bank 1993c). Most micronu- 
trient programs cost less than US$50 per DALY 
gained (McGuire et al. 1993). For more details on 
micronutrient programs, see Enriching Lives: 
Lessons from Micronutrient Programs (McGuire et 


al. 1993). | 
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¢ Food fortification. Adding micronutrients (such as 
iron, vitamin A, and iodine) to processed foods 
can be a simpler and quicker means of improv- 
ing nutritional status than changing diets. To be 
effective, fortified foods must be readily avail- 
able, widely consumed by the target population, 
and relatively inexpensive (World Bank 1993c). 
Food fortification is a cost-effective option where 
adequate infrastructure is in place. 


Screening, treatment, and referral for victims of vio- 
lence. Health care providers can play a key role in 
identifying survivors of violence and referring them 
to appropriate social and legal services. Only a few 
simple questions are needed to screen for physical or 
sexual abuse. Screening programs can be introduced 
in prenatal clinics, emergency rooms, and other 
health facilities to assess women’s risk of exposure to 
violence. Health facility protocols designed to iden- 
tify victims of violence can help ensure timely inter- 
vention and gather information on the severity of 
the problem. Health care providers and other pro- 
fessionals who deal with women need to be trained 
to recognize signs of abuse, record information on 
the incidence and consequences of violence, pro- 
vide sensitive counseling and treatment, collect 
legal evidence for prosecution, and refer victims to 
appropriate services. 

At least forty developing countries have NGOs 
that assist survivors of violence through rape crisis 
centers, centers for battered women, support groups, 
legal aid, counseling, and other services. A few gov- 
ernments—including those of Brazil, Mexico, and 
Papua New Guinea—also provide services to bat- 
tered women and rape victims. Malaysia has formed 
women-only teams at police stations and hospitals. 
In Costa Rica, one NGO trains teachers, therapists, 
and social workers to run self-help support groups 
for victims of sexual abuse (Heise et al. 1993). 

Specific violence-related services that health 
agencies should offer are: 

e Postcoital contraception for rape victims. Offering 
postcoital pills, [UD insertion, or abortion to 
rape victims can spare them the additional 
trauma of unwanted pregnancy. 

Screening and referral. Health workers can perform 
an important service simply by breaching the 
wall of silence that surrounds abuse and putting 
women in contact with services designed to deal 
with violence-related problems. Screening 
should be conducted privately and be as nonin- 
vasive as possible, as part of a more general 
process of questioning about the woman’s sexual 
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and gynecological history. Clinic staff should 
contact local women’s groups to familiarize 
themselves with support services. Often, advo- 
cacy groups and crisis centers have information 
materials that can be displayed in waiting areas. 
Record-keeping. To interrupt the cycle of violence, 
health care providers need to take special care to 
collect and document evidence of rape and 
assault in a form that is adequate for later legal 
action. Such information can also be used to doc- 
ument the extent of violence as a social problem. 


Cancer screening and treatment 


Early detection of cancers is important because treat- 
ment is most effective in the early stages of the dis- 
ease. The cost-effectiveness of cancer-screening 
programs depends on the incidence of the disease, 
the technical feasibility of screening and treatment 
at early stages, and the possibility of targeting high- 
risk groups. 


Cervical cancer. Screening for cervical cancer is 
particularly cost-effective because the disease can be 
treated relatively easily in its early stages. The most 
common screening method is the Pap smear, but 
other, more economical methods (such as visual 
examination, either unaided or aided by low-power 
magnification, and acetic acid treatment of the 
cervix) are now being evaluated for clinical use. 
Treatment of preinvasive cervical lesions is very suc- 
cessful and can be conducted cost-effectively using 
cryotherapy and loop excision. Treatment for more 
advanced stages requires surgery and sometimes 
radiation, which are both far less effective and more 
expensive (Miller 1992). 

Studies have shown that screening all women 
once in their lifetime prevents many more cases of 
cervical cancer than screening a small proportion of 
women every few years. The goal should be to screen 
every woman thirty-five to forty years of age at least 
once in a lifetime. If more resources are available, the 
frequency of screening could be increased to every 
ten years for women thirty-five to fifty-five years old. 
If resources increase and a high proportion of the tar- 
get group is being screened and resources permit, 
screening should be extended, first to older women 
(up to the age of sixty) and then to younger women 
(down to the age of twenty-five) (Miller 1992). In 
parts of Africa, incidence appears to occur earlier 
than in other countries, so that targeting women 

younger than thirty-five before targeting women 
over fifty-five may be more cost-effective. 


A program that screens all women over the age 
of thirty-five for cervical cancer at five-year intervals 
costs an average of US$100 per DALY gained. 
Increasing the screening interval reduces the cost 
(Jamison 1993). In countries where resources are 
more limited, feasible and cost-effective screening 
programs should treat only severe dysplasia or car- 
cinoma in situ, and use such relatively inexpensive 
outpatient treatments as cryotherapy and loop elec- 
trode excision procedures (Sherris et al. 1993). 


Breast cancer. Early detection is equally impor- 
tant for breast cancer. The inclusion of breast can- 
cer management in the Expanded Services will 
depend on local prevalence and resource availabil- 
ity. The most cost-effective method of breast cancer 
screening is physical examination (both by the 
woman herself and by health care providers). 
Physical examination alone can detect about two- 
thirds of the cancers detected by mammography. 
Where additional resources are available and breast 
cancer is common, mammography can be used as a 
diagnostic tool, although this increases the cost ten- 
fold when done on an annual basis. Screening pro- 
grams that include periodic examination by a 
trained health worker and a mammogram once a 
year for women aged fifty to sixty-nine can reduce 
breast cancer mortality by 30 to 40 percent when 
appropriate treatment is provided (Miller et al. 
1990). Treatment of breast cancer, however, requires 
relatively expensive surgery, radiation therapy, and 
chemotherapy and is not likely to be cost-effective 
in many developing country settings. 

In countries where the incidence of breast cancer 
is on the rise (due to declining fertility, dietary influ- 
ences, and environmental carcinogens) and ade- 
quate resources are available, breast cancer screening 
and treatment may form a component of the 
Expanded Services. Breast cancer screening is not 
generally recommended unless resources are avail- 
able to appropriately screen at least 70 percent of 
women in the target age group (Miller et al. 1990). 
Furthermore, cancer screening alone provides no 
benefits; resources must also be available for the 
appropriate treatment. 


Expanded Behavior Change Interventions 


Most health services have paid little attention to the 
special health needs of school-aged girls and adoles- 
cents, which differ from those of young children and 
adults. Adolescence, in particular, is a period of rapid 
physical growth, physiological changes associated 


with puberty, and mental stress. Overall health and 
nutritional status during these formative years Car- 
ries over into adulthood. It is also the time when 
unhealthy behaviors, such as early pregnancy, 
smoking, and drug abuse, may begin. 
Health services, therefore, could realize substan- 
tial benefits by intensifying programs for school-aged 
girls and especially adolescents. Messages, media use, 
outreach programs, and service outlets need to 
appeal to these young women directly by focusing on 
their needs and preferences. In general, reaching 
them through existing institutions, such as schools 
and networks of their peers, is more cost-effective 
than motivating them to come to a new site. Since 
peer education programs have been more effective 
than adult-directed initiatives, youth should be 
involved in program planning and implementation. 


Health education for early prevention 


For greatest benefits, health education efforts should 
influence behavior that affects a child at the earliest 
possible stage of development. Nutrition programs 
should also focus on girls’ nutritional requirements 
during early childhood to prevent undernutrition, 
poor weight gain, and growth retardation. 

Working through education systems, govern- 
ments can provide information to girls and adoles- 
cents on general health and disease prevention, 
contraception, sexually transmitted diseases, 
HIV/AIDS, substance abuse, and nutritional needs. 
School curricula can also cover communication 
skills, strategies to resist peer pressure, and negotiat- 
ing techniques. A curriculum on “Life Planning,” 
which emphasizes experiential, interactive learning 
and puts sexuality in a broader life context, has 
proved successful in increasing knowledge and 
changing attitudes (WHO 1992a). Governments can 
also support nonformal education programs, includ- 
ing peer education and community outreach, in 
order to reach adolescents where they live, learn, 
work, and play. 

With the AIDS pandemic making early sexual 
experimentation potentially life-threatening, it is 
particularly vital that young and adolescent girls 
understand the basic facts about sexuality and repro- 
ductive health so that they can make responsible 
decisions about their sexual behavior. Through edu- 
cational programs and counseling, health care 
providers can stress the dangers of early childbear- 
ing and the serious consequences of sexually trans- 
mitted diseases. Sex education and contraceptive 
services must be made available in all cultural set- 
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tings—regardless of age or marital status. Restricting 
adolescents’ access to contraceptive information 
and services has not reduced premarital sexual activ- 
ity, but it has left adolescents without the means to 
make responsible choices and protect themselves 
from unintended pregnancy, sexually transmitted 
diseases, and HIV. 

Young people and their caregivers are often 
unaware of the increased need for energy-producing 
foods and micronutrients during adolescence to sup- 
port physical development and prepare young 
women for childbearing. Nutrition education, pro- 
vided through multiservice and vocational training 
centers, has been effective in improving adolescents’ 
nutritional status. It is also important that young 
people take part in food production, and that the 
entire family learn about nutrition and supplemen- 
tal feeding programs (WHO 1986). 

In all countries, adolescence is a period when 
important lifestyle patterns are established, making 
it an important time to influence decisions about the 
use of tobacco, alcohol, and drugs. Since smoking is 
increasing fastest among young women, public edu- 
cation programs, school curricula, and advertising 
regulations can place special emphasis on persuad- 
ing young women not to smoke. Mass media cam- 
paigns can counter advertising directed to young 
women that portrays smoking as glamorous and 
sophisticated behavior. Governments can also 
restrict the advertising and sale of tobacco products 
to minors, tax such products, and regulate tobacco 
production and imports. Messages need to stress the 
hazards and disadvantages of smoking and to pro- 
mote alternative strategies for coping with stress. 


Increased efforts to reduce gender discrimination 
and violence 


Instead of merely treating injuries, malnutrition, 
and other health problems that derive from society's 
general neglect of women, governments can move 
vigorously to address gender discrimination and vio- 
lence. Countries that can afford to go beyond the 
Essential Services should define clear strategies for 
reducing discriminatory attitudes and practices and 
gender-related violence. Much more can be done, 
for instance, to document and publicize the effects 
of gender inequity and to develop appropriate out- 
reach programs. 
Health agencies should concentrate on three 
major areas: 
e Public education initiatives. Much can be accom- 
plished simply by bringing to widespread public 
’ 
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attention the damage to women’s health and 
productivity caused by social practices that favor 
males and by violence against women. Public 
education initiatives can work to influence the 
content of popular radio and TV programs, to 
educate media representatives, and to promote 
feature and news stories and group discussions 
on the subject. , 

¢ Health care training. Regular pre- and in-service 
training for health care providers is needed to 
sensitize staff to practices that are harmful to 
women, and to teach the skills needed to address 
them. Health care providers need to be aware of 
possible barriers to communication with female 
clients and of ways to elicit women’s judgements 
about their own health needs and to address 
them effectively. 

¢ Community participation. Although health care 
providers can deal with only a fraction of the 
myriad problems associated with discrimination 
and violence against women, they can put 
women in touch with other agencies and orga- 
nizations that can provide other kinds of assis- 
tance. To do this, health care providers need to 
establish a network of relations with related ser- 
vices (including law, education, employment, 
credit, and community resources) and support 
networks of professionals and community 
activists. 


Women beyond reproductive age 


To improve the health and productivity of women 
aged forty-five and older, as well as the associated 
costs of curative care, requires more attention to pre- 
vention through diet and exercise; avoidance of 
tobacco, excessive alcohol consumption, or other 
harmful substances, beginning early in life and con- 
tinuing through and after menopause; screening for 
cervical cancer and other chronic diseases to the 
extent resources permit; and health education to 
promote self-help. While many chronic health prob- 
lems are not cost-effective or possible to treat, at the 
least, pain relievers can be provided at low cost. 

Health care providers should advise women of all 
ages of the importance of an adequate diet. 
Osteoporosis, for instance, which accelerates after 
menopause, is best prevented through early intake of 


adequate levels of calcium. To reduce the risk of bone 
fracture after menopause, women should be encour- 
aged to improve their diet, exercise regularly, stop 
smoking, and reduce their consumption of alcohol. 
Although estrogen therapy is known to retard bone 
loss, it is not yet a cost-effective public health mea- 
sure for developing countries (Lindsay 1993). 

As women approach menopause (generally 
between the ages of forty-five and fifty-five), they 
need counseling about the physical and mental 
symptoms that may develop as their estrogen lev- 
els decline. For most women, these symptoms are 
relatively mild and subside within two years. In 
counseling menopausal women and helping them 
to cope with hormonal changes, health care 
providers should be instructed to be reassuring and 
compassionate. 

The number of widows in both the reproductive 
and post-reproductive years is growing in develop- 
ing countries because women tend to marry men 
who are older than they are and because of high 
male mortality, especially in countries with a high 
prevalence of AIDS. The incidence of widowhood is 
also increasing in the transition economics of 
Eastern Europe and Central Asia, mainly due to mor- 
tality among middle-aged men from cardiovascular 
disease, combined with rising divorce rates. With 
increasing widowhood and divorce, and changing 
household composition, an increasing number of 
households are headed by women who may need 
assistance to meet their domestic, childrearing and 
economic responsibilities. Many women now live 
alone, which contributes to their isolation and can 
make it difficult for them to eat properly and main- 
tain their health. In some places, widows are subject 
to active discrimination, exacerbated by inheritance 
laws and customs that fail to protect their rights. 

Sustainable solutions will need to rely on efforts 
to integrate older women into the community and 
increase their capacity for self-help. Health care 
providers can relieve the isolation of elderly women 
and improve their medical and social condition by 
linking them with support networks such as day cen- 
ters for the elderly, peer groups, and agencies that 
provide food and housing. For example, the Center 
of the Aged in India promotes community-based ser- 
vices such as day centers for elderly people, often run 
by the elderly themselves (Tout 1989). 


Chapter Four 


Issues for National Program Planning 


Bringing about real change in women’s health 
requires strong government commitment. From 
poverty reduction to economic efficiency and inter- 
generational benefits (described in Chapter 1), the 
arguments are solid for assigning a high priority to 
women’s health. A favorable policy environment 
and adequate resources are required. Much can be 
accomplished by redirecting public financing away 
from tertiary facilities, specialist training, and less 
cost-effective curative care to the highly cost-effec- 
tive packages of Essential and Expanded Services 
(Chapter 3) and by delivering services more effi- 
ciently. Involving women in planning and design 
makes service delivery more responsive to women’s 
needs and improves the utilization and impact of 
services. 

Policymakers should also foster cooperation with 
the private sector—including NGOs—to get more 
out of a country’s health care resources and to help 
extend health care to women not reached by gov- 
ernment programs. Some countries have established 
an office in the ministry of health to develop and 
monitor a women’s health policy and action plan, 
in coordination with focal points on women in 
other parts of government and with representatives 
of women’s groups. Finally, governments should 
routinely collect and analyze gender-specific health 
data as a basis for policymaking, resource allocation, 
and the design and evaluation of programs. 

This chapter discusses the actions that govern- 
ments can take immediately to improve women’s 
health: 

Policy support — adopting supportive legislation, 
policies, and regulatory mechanisms 

¢ Financing — providing financial and other sup- 
port for specific women’s interventions 

° Service delivery — expanding coverage and 
improving the quality of services 

© Women’s involvement — integrating women into 
the planning, implementation, and evaluation 


process 


¢ Collaboration — collaborating with NGOs and 
private-sector providers 

¢ Health education — promoting healthy behaviors 
and discouraging practices harmful to women 

¢ Information and evaluation — collecting gender- 
specific data and monitoring progress on 
women’s health and nutrition. 


Broadening Policy Support 


Governments can use legal and regulatory mecha- 

nisms to support improvements in women’s health 

and nutrition that can have far-reaching effects. A 

health-oriented policy agenda beneficial to women 

should seek to: 

e Invest more in female education. Women who are 

better educated take better care of their own 
health and that of their children. Investing more 
in female education and reducing access barriers 
for women can, therefore, improve both 
women’s health and the health of their families. 
All girls should be encouraged and given equal 
opportunity to attend school, including those 
who become pregnant. 
Strengthen legislative and other support for women’s 
nutrition. Four policy initiatives can make a big 
difference in women’s nutritional status: nation- 
wide fortification of foods with iodine and iron; 
consumer food subsidies and targeted food dis- 
tribution; dissemination of labor-saving devices 
for women; and better access for women to agri- 
cultural extension services and to credit for 
small-scale business. 

e Reduce discrimination against females. Discrimina- 
tory policies affect women’s health by restricting 
their ability to adopt healthy behaviors and lim- 
iting their opportunities for economic advance- 
ment. Examples of such policies are legion, 
ranging from employment practices that handi- 
cap women, to limits on women’s control over 
family resources, restrictions on women’s ability 
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to travel or obtain credit, and laws permitting 
early marriage for women. In most countries, for 
example, the legal age of marriage is at least two 
years lower for women than for men—in most 
Latin American countries, girls can marry at age 
fourteen or younger. 

e Abolish practices harmful to women’s health. Policy 
interventions have the power to influence prac- 
tices that harm women or are injurious to their 
health. Through legislative action, legal enforce- 
ment, and public education, governments can 
influence such practices as female genital muti- 
lation, violence against women, and the market- 
ing of tobacco products. Governments can ban 
certain practices or lend their authority to cam- 
paigns to change public attitudes and behavior. 
They can levy taxes on tobacco products and 
other harmful substances, restrict their sale, and 
regulate their advertising. By enacting and 
enforcing criminal penalties for violence against 
women, governments can establish a deterrent 
against such crimes. 

Remove legal impediments to the effective delivery of 

health services. Governments can change laws 

and regulations that restrict women’s access to 
essential health services. Examples are restric- 
tions on legal access to contraception and preg- 
nancy termination; barriers to service use based 
on age, marital status, or other factors; spousal 
consent requirements; and import duties on con- 

traceptives and drugs (Box 4.1). 

* Support appropriate training and delegation of 
responsibility. Particularly in rural areas, women’s 
access to health services can be improved by 
removing legisiative and licensing obstacles to 
allow increased responsibility for health care 


Box 4.1: Women’s health and human rights 


Increasingly, human rights safeguards in nativnal 
constitutions and in regional and international 
human rights conventions are being used to pro- 
mote and protect women’s health. The leading inter- 
national instrument on women’s equal rights is the 
1979 Convention on the Elimination of All Forms of 
Discrimination Against Women. States that ratify or 
accede to the convention pledge to eliminate all 
forms of discrimination against women, including 
discrimination in health care and family planning. 
States also agree to provide maternal and other 
essential health services to enable free and informed 
choice. 

Everyone concerned about women’s health— 
health policymakers and managers, organizations of 


providers other than physicians. Unimpeded by 
such restrictions, nurses and midwives could 
provide most of the Essential and Expanded 
Services for women. Modifying current practices 
successfully, however, will require the support of 
professional associations representing physi- 
cians and other health practitioners. 

e Encourage private-sector participation. Govern- 
ments can offer subsidies, tax incentives, loans, 
clinic space, equipment, free publicity, and other 
benefits to private-sector providers to encourage 
them to better meet women’s health care needs. 
To ensure that private providers offer high-qual- 
ity services, governments can establish perfor- 
mance standards and monitor indicators of 
service quality. Government regulation can be 
carried out, for example, through licensing 
exams and periodic reexaminations of health 
professionals; accreditation of health worker 
training programs; facility inspection; and mon- 
itoring cesarean sections and maternal deaths. 


Improving the Equity and Efficiency of Health 
Financing 


One of the most difficult issues in health policy is 
deciding how to allocate public resources to achieve 
the greatest impact on a country’s overall health sta- 
tus. The World Development Report 1993 argues that 
governments can develop a national package of 
highly cost-effective public health interventions 
and essential clinical services, which, if broadly 
extended to the population, could substantially 
reduce the national burden of disease. Any national 
health package that is designed to maximize cost- 
effectiveness and reduce the national burden of dis- 


health professionals, and women’s organizations— 
needs to be aware of women’s rights and to docu- 
ment both violations and conforming practices. For 
example, health services that require women to 
obtain their husbands’ authorization discriminate 
against women, can limit their access to necessary 
health care, and relegate them to a secondary role. 
Where such requirements exist, they should be 
repealed. Where they have been repealed, the result- 
ing health benefits should be documented. 
Governments should develop standards to ensure 
that laws, policies, and practices comply with their 
obligations to respect and ensure human rights for 
women through health practices and concerns as 
much as in other areas (Cook 1993). 


ease will necessarily give considerable weight to 
health interventions for women, because, as dis- 
cussed in Chapter 3, many such interventions pro- 
duce large health gains relative to their costs. Within 
this framework, the Essential Services for women 
identified in this paper would represent a subset of 
the national health package. 


Selecting interventions for public finance 


The criteria for the selection of and the financing 
arguments for the Essential Services for women par- 
allel those presented in the WDR 1993 for the 
broader national health package. The most cost- 
effective interventions are selected for inclusion in 
the package, provided they also address a substantial 
share of disease burden in a given country. As more 
resources become available, permitting a more com- 
prehensive package, the next most cost-effective 
interventions are added. 

As the WDR 1993 argued for the broader national 
health package (Box 1.1), there is a strong argument 
for public funding of the subset of public health 
interventions in the package of Essential Services for 
women because of their nature as public goods—one 
individual can use or benefit from them without 
limiting others’ consumption or benefit. The private 
sector will not supply public goods because it can- 
not easily charge for them. Public information cam- 
paigns about family planning are an example. Public 
finance is also easily justified for some clinical ser- 
vices because of the large positive spillover effects— 
externalities—from treatment: a case of a sexually 
transmitted disease averted or treated, for example, 
benefits not only the woman treated but others in 
society (including her offspring) who might later 
have contracted the disease. Also, fairness and 
equity argue strongly for the provision of free or 
highly subsidized Essential Services to poor women. 
Services for more advantaged groups can be financed 
out-of-pocket or through insurance. 

Not surprisingly, there is a tradeoff between the 
population covered and the comprehensiveness of 
health services that are publicly-financed. As argued 
in the WDR 1993, the more narrowly that interven- 
tions can be targeted just to the poor, the more com- 
prehensive the services in the package can afford to 
be. As national health packages become more com- 
prehensive, so too would the women’s health inter- 
ventions included in the package. 

Not all the health services financed by govern- 
ment need to be provided by government. Govern- 
ments can finance maternity care for poor women 
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through private providers and NGOs, for example. 
Whether it provides the services itself or not, how- 
ever, the government has a key role to play in pro- 
viding policy direction and guidance, promoting 
efficient and cost-effective approaches, and facili- 
tating private participation in service delivery. 


Cost recovery and targeting public expenditures 
to the poor 


In countries with severe constraints on public funds 
for health care, user fees may be unavoidable to help 
support the Essential Services for women and other 
elements of the national package. Within an appro- 
priately designed price structure, user fees can 
encourage the efficient use of referral systems and 
allow scarce public funds to go further. Overall, 
health system costs can be reduced, for example, by 
providing free services by paramedical health 
providers at local health centers while charging for 
the same services in hospitals, thereby reserving spe- 
cialized care for complicated cases. Modest user fees 
that are rolled over to improve service quality can 
even increase the use of services by the poor (Litvack 
and Bodart 1993). User fees can also be used to fully 
recover costs from services outside the national 
package. Everything beyond the essential or 
expanded national package is discretionary and 
could be financed from private sources (out-of- 
pocket or through insurance). 


Protecting poor women. In designing user fees, it is 
important to incorporate mechanisms to protect 
the poor. There are several types of targeting mech- 
anisms that can be employed. The practical use of 
any targeting mechanism will depend on its impact 
on demand, its administrative costs, its technical 
and managerial requirements, and the level of polit- 
ical support. Poor individuals, identified on the 
basis of income or nutritional status, can be pro- 
vided with the Essential Services free or on a slid- 
ing scale. Vouchers can be provided, to give the 
poor a broader choice of providers. Subsidized 
Essential Services can also be targeted to easily iden- 
tifiable subgroups of the population, such as the 
population of a poor neighborhood. Self-targeting 
is applicable if services have characteristics that 
imply that only the poor tend to use them (time 
costs, fewer amenities, for example). These same 
characteristics, however, may also deter much of 
the poor population from using services. Finally, 
public expenditures can be targeted by type of ser- 
vice. If STDs are more prevalent among the poor, 
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then free or highly subsidized STD services would 
disproportionately benefit the poor. 

If user fees are imposed on the poor, they would 
have to be very low, and demand for services should 
be monitored to ensure that they do not restrict 
access to care. User fees may constitute a severe 
impediment to low-income women with limited 
resources and weak claims on household resources. 
When user fees were introduced for some services at 
the Ahmadu Bello University Hospital in Zaria, 
Nigeria, in 1985, the number of obstetric admissions 
fell. Admissions dropped even further when addi- 
tional charges were levied in 1988, and maternal 
mortality rose in the hospital’s catchment area 
(Ekwempu et al. 1990). Similarly, the number of 
women attending a public outpatient clinic for STDs 
in Nairobi, Kenya, plummeted by 65 percent after 
user fees were imposed; male attendance decreased 
by 40 percent (Moses et al. 1992). 


Strengthening Service Delivery 


Governments can influence the coverage and qual- 
ity of health services through attention to the fol- 
lowing areas: access to services, delivery strategies, 
infrastructure, promotion of services, quality of care, 
number and distribution of female health care 
providers, and responsibilities of non-physicians. 


vf Increasing women’s access to care 


Many factors make it harder for women to get the 
health care they need. These are some of the most 
common: 

* Adolescents’ health needs are ignored and their 
sexuality is denied. 

¢ Household decisionmakers may be less willing to 
commit resources for the health care of females 
than for males, and women generally have less 
income than men and lack control over family 
resources. 

* Because of multiple roles in the workplace and at 
home, women often have difficulty getting away 
at the times when services are offered. 

* Cultural norms and lack of resources often make 
it difficult for women to travel to distant sites for 
medical care. 

* Women often lack information about self-care 
and about when health care is needed or where 
it is available. 

¢ Health providers may lack the basic training to 
provide the Essential Services for women and 
may be prohibited from practicing certain poten- 


tially life-saving procedures except in the pres- 

ence of higher-level personnel. 

To serve the greatest number of women, all 
Essential Services should be made available at the 
most peripheral level of care appropriate. Health 
care at the community level, backed up by referral 
facilities, is especially important for women, since 
both normal and complicated pregnancies require a 
range of medical interventions. Incentives to 
encourage health care providers to work in remote 
communities can increase access to services. 


Designing delivery strategies to meet women’s needs 


Outreach programs can extend the reach of services 
to girls and women and ensure that referrals to 
higher-level centers are made as needed. Through 
home visits to parents who neglected to take their 
underweight children to a feeding center, for exam- 
ple, a Punjabi child health and nutrition project 
reduced mortality rates 11 percent for girls under age 
five in twenty-six rural villages. Because workers 
from the center supervised the feeding, they were 
able to redress a food allocation system that favors 
boys (Pebley and Amin 1991). Where women’s travel 
is severely restricted (as in some Muslim countries), 
outreach and community-based services are espe- 
cially important. Mobile clinics can also bring ser- 
vices closer to women. 

Clustering services for women and children 
(such as family planning, postpartum care, and well- 
baby care) at the same place and time often pro- 
motes positive interactions in health benefits and 
reduces delivery costs for providers and time and 
travel costs for women (Leslie 1992). In Ethiopia, uti- 
lization rose substantially following the integration 
of curative care, growth monitoring, vaccination, 
prenatal care, and family planning services (Walley 
et al. 1991). Programs also need to address con- 
straints on girls and women’s time. In a supplemen- 
tal food program in India, women were found to be 
more likely to participate if food rations were pre- 
pared in advance and women could pick them up on 
the way to the fields (King et al. 1986). 

Integrating services requires some vigilance, how- 
ever, to avoid overburdening health care providers, 
planners, and supervisors, or downplaying women’s 
health services. In integrated maternal and child 
health programs over the past three decades, for 
example, maternity care was overshadowed by child 
survival strategies. Also, the more varied the range of 
services, the greater the need for training and tech- 
nical resources. Therefore, in developing integrated 


programs, every effort must be made to ensure atten- 
tion to the full set of Essential Services and to reduce 
the time spent by health care providers on less cost- 
effective (mostly curative) services. 

In some contexts, separate services for women 
may be appropriate. Adolescent girls, in particular, 
are not likely to use general maternal and child 
health services and may prefer facilities that are spe- 
cially designed to offer young people sympathetic, 
nonjudgmental counseling. Women may prefer a 
separate, private setting for fertility regulation. 
Because of women’s limited resources and time and 
varying needs, it is important that health care deliv- 
ery points be conveniently located and provide as 
much choice as possible in specialized and inte- 
grated services. 


Strengthening the health care delivery infrastructure 


To improve women’s health, governments will often 
need to shift resources from centralized, tertiary-care 
facilities to health services at the district level. 
Additional resources may be required to improve the 
infrastructure of district hospitals, health centers, 
and health posts; finance ambulances, other vehi- 
cles, and» communication systems for referrals; 
expand training for primary health care providers; 
and set up reliable and efficient supply systems (Box 
4.2). Where infrastructure is weak or absent, health 
facilities need to be strengthened and equipped for 
essential obstetric functions (including surgery, 
anesthesia, and blood transfusion). In areas with bet- 
ter infrastructure and functional supervision and 
support systems, further improvements in the qual- 


Box 4.2: A continuum of care at the district level 


A minimum health delivery system to safeguard 
women’s health should include community-based 
care with a referral system, health centers, and first- 
referral facilities that can handle complicated cases. 
At the community level, the most effective strategy 
is to emphasize prevention: family planning, safe 
pregnancy care, early detection and prompt treat- 
ment of sexually transmitted diseases, and coun- 
seling on nutrition and breastfeeding. Local 
education programs through schools and the mass 
media are important to promote positive health 
practices and reduce gender discrimination and 
violence. Local health centers, staffed by nurses or 
midwives and (where resources allow) physicians, 
should provide family planning counseling and 
services, maternity care, treatment of complica- 
tions of unsafe abortion, safe abortion services, 


Issues for National Program Planning 41 


ity, accessibility, and efficiency of services can be 
made. Instead of using overcrowded hospitals in 
urban areas for routine deliveries, for example, 
birthing centers can be established close to hospi- 
tals, as is now being done in Mexico City. 

Health workers at all levels require basic equip- 
ment and supplies (including contraceptives, iron 
and folate tablets, safe-birth kits, diagnostics for sex- 
ually transmitted diseases, and antibiotics). A World 
Bank study in India found that a program to reduce 
anemia among high-risk women failed because only 
12 percent of intended beneficiaries were offered 
iron and folate tablets—and almost 80 percent of 
these women dropped out because of a shortage of 
tablets (World Bank 1992c). 


Improving the quality of services for women 


Even where health services are readily available and 
affordable, women may not use them if their qual- 
ity is poor (Parker et al. 1990; Simmons et al. 1990; 
CIAES 1991). Studies have found that quality of care 
is a significant factor in a woman’s decision to seek 
prenatal care (Parker et al. 1990; Locay et al. 1990; 
CIAES 1991), to give birth at a clinic instead of at 
home (Sargent 1989), or to continue using contra- 
ception (Mensch 1993). 

Poor quality services generally result from a lack 
of infrastructure, insufficient staffing or high absen- 
teeism, lack of female health care providers, inade- 
quate training, insensitivity to patients, shortages of 
equipment and supplies, and inadequate monitoring 
and supervision. Several factors may work to create a 
negative perception of service quality. Inconvenient 


screening and treatment for STDs, and detection 
and referral of obstetric complications to a higher- 
level facility. Hospitals, or adequately equipped and 
staffed health centers with twenty or more beds, 
should be able to provide essential obstetrical ser- 
vices twenty-four hours a day as well as the full 
range of family planning and abortion manage- 
ment services. Transportation is often the missing 
link between a medical emergency in the commu- 
nity such as hemorrhage or obstructed labor and 
life-saving skills at the referral center. In some set- 
tings, a telephone or radio can link communities to 
medical advice and follow-up. (A more detailed dis- 
cussion of the continuum of care from community 
to the first-referral level, particularly for safe moth- 
erhood services, is found in Making Motherhood Safe, 
Tinker et al. 1993a.) 
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hours, limited services, poor treatment by staff, long 
waits, inadequate supplies, lack of privacy or confi- 
dentiality, and overcrowded waiting rooms all reflect 
poorly on service quality and standards. 


There are several key initiatives governments 


can take to improve the quality of women’s health 
services: 


Provider competence. Training curricula and super- 
visory systems should cover topics related to 
women’s particular health care needs, such as the 
management of pregnancy-related complica- 
tions and the special needs of adolescents. 
Health care workers may have to acquire new 
technical skills, such as the use of the partograph 
in labor or manual vacuum aspiration, to man- 
age pregnancy complications and make appro- 
priate referrals. Physicians, midwives, nurses, 
and community-level workers need an under- 
standing of women’s health and an understand- 
ing of the social, cultural, and psychological 
aspects of sexuality and reproduction. Greater 
gender awareness and good communications 
skills are also important. 

Informed choice and counseling. For many 
women’s health interventions, counseling as 
well as gender sensitivity is critical. Because 
women are often unfamiliar with preventive 
measures and treatment alternatives, health care 
providers need to provide full information and 
counseling on these issues to help women assess 
their own health care needs (Bruce 1990). A 
study in Rwanda showed that HIV counseling, 
including a thirty-five minute videotape, was 
associated with increased condom use and 
reduced rates of gonorrhea and HIV infection 
among urban women (Allen et al. 1991). 
Continuity of care. Programs should include mech- 
anisms to ensure continuity of care and follow-up, 
especially for family planning, prenatal and post- 
partum care, and the prevention and treatment of 
sexually transmitted diseases. Good provider- 
client relations are critical to effective follow-up, 
since patients are most apt to follow the advice of 
health care providers they know and trust. In addi- 
tion, procedures are necessary for recording 
patient history, setting follow-up appointments, 
scheduling home visits or other outreach services, 
and ensuring referral to other facilities. 

Privacy. Health care providers should ensure that 
women can speak with them in confidence and 
that physical examinations are performed with 
appropriate respect for privacy. In the Philippines, 
the World Bank is financing infrastructure reno- 


vations (such as water and toilet systems and facil- 
ity upgrading) to ensure privacy for women dur- 
ing physical examinations and counseling. 


Increasing the number of female health care providers 


Some cultures discourage women from consulting 
male health care providers. In Egypt, for example, 
most trained health care workers are male, and 
women often avoid seeking treatment (Krieger and 
El-Feraly 1991). In such cases, increasing the num- 
ber of female health workers could improve service 
quality and use (Chatterjee and Lambert 1989). In 
some settings, however, similar barriers prevent 
female providers from working in remote areas. In 
recognition of this problem, the Aga Khan 
Development Network in Pakistan has trained 
women to work in their own communities as lady 
health visitors. 

Female health care providers can play an impor- 
tant role in educating women to recognize their 
health and nutrition needs. In Gujarat, India, women 
health workers from the SARTHI project offer victims 
of violence individual and community support 
(Khanna 1992). In Longhus, China, women health 
professionals visit pregnant women in their homes to 
teach couples how to monitor delivery and zecognize 
danger signs requiring treatment (Shen 1985). 

In virtually all developing countries, trained tra- 
ditional birth attendants, nurse-midwives, mid- 
wives, and general physicians are the primary 
providers of women’s health services. And in most 
developing countries, trained health care providers, 
particularly midwives and physicians, are concen- 
trated in urban areas. Unsuitable accommodations 
in rural areas, cultural restrictions on women work- 
ing in areas where they have no family, or the need 
to seek employment near their husbands work 
against the rural deployment of female health care 
providers. Some francophone African countries 
guarantee women a position near that of their hus- 
band, with the result that a disproportionate num- 
ber of midwives are assigned to urban hospitals. 
Some countries have addressed this problem by 
requiring all newly qualified physicians and nurses 
to serve in rural areas (WHO 1991c) and by encour- 
aging local communities to provide free housing for 
health care providers. 


Delegating responsibility to non-physicians 


Many countries have laws and practices that make it 
difficult for health care providers who are not physi- 


cians—particularly midwives—to administer certain 
essential women’s health services. In many parts of 
the world, midwives cannot legally use vacuum 
extractors or forceps for delivery, give oxytocic drugs 
without a physician's order, or prescribe antibiotics. 
Midwives need to be trained so that they are capa- 
ble of providing independent care, particularly in 
rural areas. In Zaire, women’s lives have been saved 
by allowing nurses, who are more readily available 
than physicians during births, to perform cesarean 
sections (White et al. 1987). 

The shortage of physicians (especially women 
physicians) in some developing countries is well rec- 
ognized, but less attention has been given to the 
shortage of trained nurses and midwives, which may 
be worsening in some areas. A trained nurse-midwife 
must be able to give the necessary supervision, care, 
and advice to women during pregnancy, labor, and 
the postpartum period, and to conduct deliveries 
and care for the newborn and infant (WHO 1993a). 
WHO estimates that one midwife can handle about 
200 deliveries a year; in a community with a crude 
birth rate of about 40 births per 1,000 population, 
therefore, one midwife would be needed for every 
5,000 people (Kwast 1991). By these calculations, 
the number of midwives is seriously deficient in 
many countries (Kwast 1993). All women should 
have reasonable access—within two hours wherever 
possible—to a health center with a nurse-midwife. 

Traditional birth attendants currently assist in 
about 60 to 80 percent of all births in developing 
countries (Leslie and Gupta 1989). Where reliance 
on traditional birth attendants is commonplace, 
superimposing a system of government-supported 
prenatal and delivery care is likely to be less effective 
than designing services to complement and 
strengthen existing patterns of care. A cadre of 
trained midwives could serve as the link between 
communities, traditional birth attendants, and the 
formal health care system. 


Integrating Women into Health Planning 
and Implementation 


The best way to ensure that service delivery strate- 
gies are designed with women’s perspectives and 
multiple needs in mind is to consult women about 
the approaches they prefer. Local women should be 
invited to serve on committees to advise on plans, 
procedures, and materials. According to outside 
experts, for example, the success of the Tamil Nadu 
Integrated Nutrition Project owed much to sae 
prominent role of local women in the project's 
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design and administration (Kardam 1991). The 
active involvement of program beneficiaries also 
leads to increased use of services. In Peru, contra- 
ceptive use jumped by more than SO percent in the 
project zone after the women’s organization Peru- 
Mujer engaged low-income women in the design of 
educational materials on family planning (Figueroa 
1992). 

Bringing female health care providers into lead- 
ership positions in the health sector—not only in 
traditional women’s roles, but also in the manage- 
ment, decision-making, and supervision of health 
planning, financial management, implementation, 
and research—will also help to shape health care 
programs for greater impact on women’s health. 
Women need to be included in adequate numbers in 
clinical studies and trials, so that the findings are rel- 
evant to women as well as men. 


Strengthening Collaboration 
with the Private Sector 


To achieve widespread and efficient coverage of the 
Essential Services, governments will have an interest 
in encouraging a private sector role in financing and 
service provision. Throughout the developing 
world, numerous NGOs, financed publicly or pri- 
vately, provide health and nutrition services to 
women—often to poorer, difficult to reach groups— 
and are actively engaged in community develop- 
ment. At the other end of the income range, 
for-profit, private-sector providers can complement 
government health services by providing Essential 
Services to those who can afford them and offering 
a broader array of health care options beyond the 
national package. 


Nongovernmental organizations 


Governments can assist NGOs to provide women’s 
health and nutrition services by simplifying regis- 
tration procedures, providing tax incentives and 
subsidies, and offering training, office space, and 
supplies. Involving NGOs in program planning, 
implementation, and evaluation often benefits gov- 
ernment programs as well. 

Certain characteristics of NGOs may make them 
particularly well suited to reaching underserved or 
disadvantaged populations, such as refugee groups, 
more successfully than government services. Known 
in the community, they are able to test and adapt 
new approaches to health care delivery and can 
complement and enhance government services. 
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They can also work in areas considered too contro- 
versial for government intervention. NGOs may be 
especially effective in educating communities on 
women’s health issues, distributing supplies, and 
influencing other sectors to become involved. 

NGOs can be effective agents of change by chal- 
lenging existing services and delivery mechanisms 
and by bringing pressure to bear on decision-makers 
to meet women’s health needs. Many women’s 
groups, even those that are not involved in deliver- 
ing health and nutrition services, can play a key role 
in making women aware of the health services that 
are available and encouraging their use. They can 
also serve as a source of information to health pro- 
gram planners about women’s priorities and con- 
straints they face in improving their health. In 
particular, NGOs can promote intersectoral collabo- 
ration in efforts to improve adolescent health and to 
reduce violence against women. 

The following examples illustrate the range of 
NGO involvement in women’s health activities: 

¢ The Bangladesh Women’s Health Coalition, 

which began as an urban clinic offering men- 
strual regulation services, provides a wide range 
of reproductive health services to approximately 
97,000 women and children in urban and rural 
areas. Its experience demonstrates that providing 
integrated services and improved care, such as 
treating clients with respect and ensuring pri- 
vacy, can increase effective use of services at low 
cost compared to standard family planning clin- 
ics (Kay et al. 1991). 
The National Association of Nigerian Nurses and 
Midwives developed a communication program 
to advocate the eradication of female genital 
mutilation. Nurses and midwives discussed the 
harmful effects of female genital mutilation dur- 
ing their health education talks in clinics and 
included it as a topic in nursing and medical 
school curricula. In one state the association 
introduced a symbolic dress to replace the tradi- 
tional scarring used to mark the Passage into 
womanhood (Adebajo 1990). 
The Cairo Women’s Health Book Collective has 
published the only book of practical health infor- 
mation for women available in Arabic (Ibrahim 
and Farah 1992). 


For-profit providers 


Governments can encourage private providers to 
expand and improve services for women’s health by 
mandating the inclusion of Essential Services for 


women in insurance policies and by providing sub- 
sidies to ensure their provision of Essential Services 
to low-income women. Insurance schemes that 
cover prenatal and delivery care, for instance, are 
useful in expanding women’s health care. In 1984, 
the Mexican Social Security Institute, financed 
mainly by employers, spent nearly US$40 million on 
family planning services in urban areas—an invest- 
ment that saved some US$210 million in maternity 
care costs, US$10 million in treatment of incomplete 
abortions, and US$130 million in health care for 
infants (Nortman et al. 1986). 

To expand access to health products that require 
little or no medical intervention (such as certain 
contraceptives, vitamins, malaria drugs and bed- 
nets, treatment kits for sexually transmitted dis- 
eases, iron and folate tablets, and fortified foods), 
governments can encourage sales through com- 
mercial outlets. Small shops, pharmacies, markets, 
and street stalls that are conveniently located are an 
underused resource for bringing health care to 
women and reducing related travel and time costs. 
Pharmacies in developing countries now serve 
about fifteen million contraceptive users and could 
potentially reach eighty-five million couples who 
can afford contraceptives (Lande and Blackburn 
1989). 


intensifying Public Education 


Public education programs can be used to advocate 
new policies, change perceptions about unhealthy 
or harmful practices, promote clinic services, and get 
feedback from patients to improve the quality of ser- 
vice delivery. Broad public education programs can 
help reach women who do not know what services 
are available or where to find them. They can help 
overburdened health care providers educate women 
about healthy behaviors, danger signs, and other 
important health topics, and they can be simplified 
to reach women with little or no education. They 
can help convince women that it is worth spending 
time and money and Overcoming barriers to seek 
health care. They can inform family and community 
members who control women’s access to health care 
about its potential benefits. Health education in the 
schools can help teach young girls and boys pre- 
ventive health practices, human sexuality, and pos- 
itive gender attitudes. 

Finally, public education can help reshape tradi- 
tional beliefs and customs harmful to women’s 
health. Because women’s health is heavily influ- 
enced by socioeconomic and cultural factors, effec- 


tive public education programs must be designed to 
reach far beyond the clinic walls. 


Promoting health services and healthy behaviors 


Both women and other family decisionmakers need 
to understand the importance of maternity care, pre- 
ventive services, and good nutrition. Information 
on women’s health motivates women to adopt 
healthy practices and encourages supportive behav- 
ior from other family members. Because of this, 
broad public education programs are needed to pro- 
mote women’s health services and healthy behav- 
iors. Public education programs can also help 
women locate appropriate health services and con- 
vey information about clinic hours, costs, and 
requirements for access. In areas where husbands, 
relatives, and community members are the principal 
decisionmakers on women’s access to health care, 
these groups should be targeted to receive messages 
that promote women’s health services. 


Advocacy for policy change 


Advocacy programs are designed to increase aware- 
ness of women’s health problems among policy- 
makers (political, medical, media, and religious), to 
create a policy environment favorable to health 
reform both within and beyond the health sector, 
and to lobby for improved women’s health services. 
For example, the national women’s commission in 
Chile has adopted an extensive program to promote 
the criminalization of domestic violence, document 
the dimensions of this problem, organize commu- 
nity awareness campaigns, and establish crisis cen- 
ters that provide legal and psychological support 
"(Servicio Nacional de la Mujer 1991). 


Behavior change 


The first step in influencing health-related behaviors 
is often to make women and men aware of women’s 
health problems and high-risk conditions. For 
example, most women are completely unaware of 
the warning signs for complications associated with 
pregnancy and so do not respond properly to them. 
Even violence against women may be viewed as nor- 
mal and not a cause for seeking assistance. Public 
education programs can promote actions in the 
home or community to improve women’s health 
and prevent future health problems. Public educa- 
tion programs can also be used to discourage unsafe 
practices that harm women’s health (such as female 
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genital mutilation, risky sexual behavior, inade- 
quate food consumption during pregnancy, unsafe 
delivery practices, and smoking). While some 
behaviors have been well defined through research 
and programmatic activities, many women’s health 
and nutrition issues still need to be assessed before 
specific public education strategies and messages 
can be developed. 

Although women constitute the major audience 
for health-related education, people who influence 
women’s behaviors (parents, husbands, in-laws, and 
village leaders) should also be targeted. Husbands 
have a major impact on women’s workload, diet, 
exposure to sexually transmitted diseases, and use of 
health services and contraception. 

Since the mass media now reach vast audiences 
in developing countries, they have enormous poten- 
tial to communicate information along with new 
values and ideas. Mass media campaigns have been 
used for family planning, nutrition, breastfeeding 
promotion, and AIDS prevention. Songs, radio pro- 
grams, and films have been especially effective in 
informing adolescents about responsible sexual 
behavior and pregnancy. In Latin America, a study 
found that two popular songs promoting abstinence 
influenced teenage girls to discuss sexuality issues 
with their parents and others (PCS 1992). 

Because women have lower literacy levels than 
men and may have less access to mass media, per- 
sonal sources of information, such as friends, rela- 
tives, teachers, outreach workers, and _ leaders, 
remain important to behavior change. Public edu- 
cation programs need to ensure that mass media 
messages are reinforced by health care providers to 
reach women directly. 


Meeting Information Needs 


A major constraint to improving women’s health 
services has been a lack of information on the causes, 
severity, and distribution of women’s health and 
nutrition problems, as well as on the relative effec- 
tiveness and cost of various interventions at the 
local level. Both donors and governments must rec- 
ognize that research, monitoring, and evaluation are 
integral to program development and service deliv- 
ery. Inadequate information leads to ineffective pro- 
grams and wasted resources. 


Health status indicators 


Biomedical, epidemiological, and socioeconomic 
data are needed to assess women’s health status and 
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evaluate health interventions for women. Such data 
are often lacking or of poor quality. In particular, 
many developing countries lack a complete and 
accurate vital registration system. Even where vital 
registration systems exist, the cause of death is often 
incorrectly reported or omitted altogether. Maternal 
mortality is often underreported due to a variety of 
social, religious, emotional, and practical factors, 
such as the stigma of abortion, the desire to avoid an 
official inquiry into the cause of death, and the fail- 
ure to indicate pregnancy as the precipitating cause 
of death (WHO 1991a). 

Governments should insist that health and 
nutrition data be disaggregated by gender as well as 
age group. Breaking data down into five-year or 
smaller age groupings provides a clearer picture of 
the needs of key groups such as adolescents. 
Population-based studies and data on morbidity are 
especially needed (ICRW 1989). Data on women’s 
life circumstances and needs would promote better 
understanding of the social, cultural, legal, eco- 
nomic, and psychological factors that affect 
women’s ability to protect their own health. 
Improved data on women’s health status can con- 
tribute to more targeted interventions and more 
effective program design, monitoring, and evalua- 
tion (Leslie 1992). 

Some health problems affecting women—those 
related to abortion, adolescent pregnancy, female 
genital mutilation, and domestic violence—are 
controversial and difficult to document. Even in 
industrialized countries, their incidence and conse- 
quences often go unreported or are misclassified. But 
where health care providers are alerted to problems 
such as domestic violence, women do report abuse 
(Heise et al. 1993). Still other problems (such as 
maternal mortality) are difficult to measure because 
their relative infrequency makes it necessary to 
study large populations at substantial expense. 

Given the paucity of data on women’s health, 
health agencies should make full use of existing data 
sources, including health facility data, patient 
records, vital statistics registration, population-based 
surveys, and surveillance systems. Sources outside 
the health sector (such as police records) may be 
needed for information on violence against women 
or substance abuse. Whenever possible, programs 
should rely on more efficient use of available data, 
supplemented by additional research as needed. 
Women’s organizations and NGOs can be especially 
helpful in disseminating research findings. 

Case histories, focus group discussions, in-depth 
interviews and observation, confidential inquiries, 


verbal autopsies, and death certificate reviews are 
also important sources of information on women's 
health. Qualitative research on intended beneficia- 
ries and program personnel is especially important 
in designing programs for women. Program design- 
ers need to know whether the health problems they 
have identified are women’s priority concerns; the 
underlying causes (cultural, attitudinal, economic) 
of health problems; and the range of acceptable, 
affordable, and effective solutions. Local investiga- 
tors, including women, should be involved in all 
aspects of related research. 


Program design 


All health and nutrition projects should be designed 
in light of the culture-specific health needs of 
women (by age group), the effectiveness, cost and 
feasibility of interventions to address them, and the 
various factors that influence women’s health. This 
analysis would include, for example, women’s access 
to disposable income and transport, their decision- 
making authority, cultural norms affecting travel 
and male/female interaction, geographic distribu- 
tion of health centers and hospitals, perceptions 
about the quality of care, and the different tasks 
women perform. In many cases, available data are 
insufficient to plan and manage health programs, 
and agencies may need to conduct new studies to 
strengthen program design. 

¢ Knowledge, attitude, and practice surveys. Large- 
scale surveys and community-level studies of 
health and nutrition behaviors have proven 
valuable for program design and evaluation. 
Additional studies are needed to provide insight 
on the users’ perspective and the local cultural 
and social context; to identify individual, social, 
and economic costs associated with the preven- 
tion and treatment of disease and injury; to 
assess health care providers’ understanding of 
women’s needs; and to evaluate the effectiveness 
of the service delivery system. 
Operations research. Operations research can be 
used to test different approaches for delivering 
services and to identify and overcome program 
obstacles. For example, WHO has supported 
research on interventions to reduce maternal 
mortality, and the Population Council is assess- 
ing alternative approaches to prenatal and 
obstetric care in several countries. 
* Cost-effectiveness analysis. Research on alternative 


approaches can help to clarify choices regarding 
resource allocation. 


Field-based research can determine the most cost- 
effective combination of community-based, referral, 
and follow-up services for women in specific settings, 
as well as the appropriate level of care for the man- 
agement of pregnancy and obstetric complications. 


Program monitoring and evaluation 


Where data are available, health status indicators— 
changes in the prevalence of iron-deficiency anemia 
among pregnant women, for example, or in the pro- 
portion of deaths from obstructed labor or hemor- 
rhage—can be used to measure program impact. 
Indicators should be developed in accordance with 
each country’s resources, priorities, and needs. (A list 
of indicators for measuring women’s health status is 
provided in Annex D.) In many low-resource set- 
tings, data on program impact may be difficult and 
expensive to obtain, resulting in greater reliance on 
process indicators. Measuring program inputs and 
outputs provides program managers with timely 
feedback on program progress and affords an oppor- 
tunity to adjust interventions and treatments as 
indicated. For example, the proportion of pregnant 
women who receive iron and folate tablets and 
counseling on the danger signs of pregnancy could 
indicate whether prenatal care services are adequate. 
A high proportion of appropriately treated obstetric 
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complications would indicate an effective case 
detection, management, and referral system. 

A major constraint to effective program moni- 
toring and evaluation is the lack of an effective man- 
agement information system in most developing 
countries. The system should integrate data collec- 
tion and analysis into program operations and 
ensure that the results are provided to central and 
field-level managers to facilitate decision-making. 
Limiting the number of indicators to those integral 
to program operations can simplify data collection 
and analysis and ensure timely feedback. 

Where monitoring systems are weak, alternative 
Strategies can be introduced. In areas where home 
births are common, for example, periodic house- 
hold interviews may be desirable. Some aspects of 
service quality can be inferred from process indica- 
tors such as the number of contraceptive methods 
available and method mix among contraceptive 
users. Additional efforts are needed to assess other 
indicators of service quality (client waiting times, 
travel distances, and satisfaction with services 
received), since quality of care is a major factor 
affecting women’s utilization of health services. 
Direct observation of client-provider interactions, 
interviews with clients and staff, focus group dis- 
cussions, and sample surveys can all be used to elicit 
information. 


Chapter Five 


The Role of International Assistance 


Sustainable improvement in the health systems of 
developing countries depends foremost on a 
nation’s commitment to the health and well-being 
of all its people—men and women, the poor and the 
better-off. Foreign assistance can play a critical cat- 
alytic and supportive role, however, in improving 
women’s nutrition and health by focusing policy 
concern and ensuring adequate resources. Foreign 
assistance agencies—including the World Bank— 
can have an impact on women’s health far beyond 
their monetary contribution by making policymak- 
ers aware of the social and economic gains to be real- 
ized from lowering rates of female death and 
disability. Perhaps most important, international 
agencies can help by furnishing decisionmakers 
with lessons gleaned from other countries’ experi- 
ence and by supporting interventions that have 
proven to be the most cost-effective. 


World Bank Programs in Women’s Health 
and Nutrition 


World Bank lending for health, population, and 
nutrition has increased five-fold over the last six 
years. Between 1986 and 1993, the World Bank allo- 
cated nearly US$5.7 billion to more than one hun- 
dred health, population, and nutrition projects that 
have women’s health components (Annex E). These 
projects represent 90 percent of the Bank’s projects in 
this sector since 1986. Nearly half the projects with 
women’s health components are in Sub-Saharan 
Africa, one-fourth in Asia, and one-fifth in Latin 
America (Figure 5.1). Following are the major types 
of activities that the Bank has supported since 1986: 
* Safe motherhood. More than fifty Worid Bank-sup- 
ported projects that contain safe motherhood 
components are now underway. In Indonesia, 
the Bank is supporting the expansion of safe 
motherhood services to the village level. In 
Zimbabwe, the Bank and other assistance agen- 
cies are collaborating to upgrade maternity care 


48 


facilities, improve referral systems, and train 
nurse-midwives. In China, the Bank funds train- 
ing in maternal health care for female physicians 
and assists in making emergency obstetric ser- 
vices more accessible to poor women. Round- 
table conferences on health in Chad, China, and 
the Philippines have highlighted safe mother- 
hood and women’s health, and in Benin, the 
government held central and regional work- 
shops to review its maternal health and family 
planning programs. 

Family planning. The World Bank has supported 
family planning projects in a variety of settings. 
A Bangladesh project supports family planning 
and maternal and child health services provided 
by female outreach workers. In the Ukraine, 
where there are 1.5 abortions for every birth, the 
Bank is discussing a project with the ministry of 
health to strengthen maternal and child health 
services and provide contraceptive supplies to 
reduce women’s reliance on abortion. 

Sexually transmitted diseases and AIDS. Control of 
sexually transmitted diseases and AIDS is an 
important concern of the World Bank. In 
Lesotho, the Bank is supporting prevention, 
diagnosis, and treatment services for women of 
reproductive age and research on effective ways 
to extend services to commercial sex workers. 
Brazil’s Bank-assisted National AIDS/Sexually 
Transmitted Disease Control Program includes 
mass media campaigns, education in the work- 
place, surveillance, research, and efforts to reach 
commercial sex workers. 

Adolescent sexuality. The Bank has assisted the 
governments of Lesotho and Nigeria to develop 
school-based family life education programs and 
mass media campaigns to persuade adolescents 
to delay childbearing. Indonesia’s population 
project includes clubs for young people and fam- 
ily planning messages on television, radio, and 
video aimed at youth. 


¢ Nutrition. Several nuttition projects have 
included activities to address undernutrition and 
micronutrient deficiencies in girls and women. 
In India, projects seek to meet the protein-energy 
and micronutrient needs of children and lactat- 
ing women through supplements. In Niger, the 
Bank is supporting the use of labor-saving 
devices to reduce energy expenditure, and in 
Malawi, an effort is underway to increase food 
production and income generation in order to 
increase women’s protein intake. 

© Gynecological cancers. Programs in Brazil, Chile, 
Ecuador, and Venezuela include detection and 
early treatment of cervical and breast cancer. A 
Bank project in Romania Supports national 
efforts to reduce deaths from cervical and breast 
cancer by developing a program for the early 
detection of gynecological cancers at a major 
teaching and research institute. 

* Gender sensitivity in disease control. In India, the 
World Bank has financed an innovative program 
to ensure gender sensitivity in disease-control 
efforts. The Leprosy Elimination Program pro- 
vides training for female health and public edu- 
cation workers on the sociocultural factors that 
impede the identification and treatment of lep- 
rosy in women and on ways to promote self-care 
among women. 

¢ Other sectors. Bank projects also address the 
broader socioeconomic determinants of 
women’s health. In Bangladesh and Burkina 
Faso, World Bank-assisted education projects 
include actions to improve female enrollment in 
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schools. A women in development project in the 
Gambia includes a safe motherhood component 
to strengthen the community-based treatment 
and referral system using trained birth atten- 
dants. The Bank-financed Human Resource 
Development Project in Senegal includes a pub-- 
lic education program aimed at men and reli- 
gious leaders to counter negative attitudes 
toward family planning. In Ghana, a Bank trans- 
port project provides supplemental food for 
women laborers. 
Newer Bank projects focus more directly on 
women’s health needs and are more comprehensive. 
For example, the Women’s Health and Safe 
Motherhood Project being developed in the 
Philippines includes services related to maternal 
health, family planning, sexually transmitted dis- 
eases, AIDS, and cervical cancer. The project pro- 
vides support for NGOs working on women’s health 
issues in the areas of communication, training, logis- 
tics, information systems, and partnerships with 
other agencies. Programs on such emerging issues as 
violence against women are also being developed. 
Increasingly, population projects are adding 
reproductive health services to existing family plan- 
ning programs. In Indonesia, the new Bank- 
financed population project builds on the 
government's successful family planning program 
with the aim of broadening community-based 
health services to meet women’s health needs. The 
project includes training midwives to provide mater- 
nal health care at the village level, providing con- 
traceptive information and services to adolescents, 


Figure 5.1: World Bank-supported population, health, and nutrition projects with women's health components, 
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and conducting public education on reproductive 
health and the role of women in society. This expan- 
sion represents a shift from the government's earlier 
strategy, which was more narrowly focused on 
increasing contraceptive acceptability and use and— 
since 1986—on promoting private-sector family 
planning services. 


Partnership 


Making substantial and lasting improvements in 
women’s health will take a multisectoral approach 
across a broad range of issues. Assistance agencies 
should coordinate their inputs to maximize each 
agency’s strengths and capabilities. Country pro- 
grams could benefit from assistance agencies’ com- 
parative advantage in such areas as training, 
technical support, institutional development, and 
logistics management. Within the United Nations 
system, WHO serves as the lead technical agency on 
health. WHO has prepared technical guidelines on 
many topics related to women’s health, such as 
essential obstetric services and the Mother-Baby 
package, and is currently developing a Healthy 
Women Counseling Guide. Many of the recom- 
mendations in this paper are derived from WHO's 
work. UNDP stipports broad poverty reduction pro- 
grams, UNICEF addresses the problems of girls, and 
the UNFPA provides family planning and related ser- 
vices. In addition to being the largest single provider 
of international financial assistance in the health 
sector, the World Bank’s strengths include its ability 
to conduct sector and economic analysis to examine 
issues and appropriate strategies and to engage in 
policy dialogue with core ministries of government 
on resource allocation to support priority programs. 

Bilateral agencies are also making important 
contributions to women’s health. The Swedish 
International Development Authority (SIDA), 
which gives high priority to sexual and reproductive 
health, has collaborated with the World Bank and 
other assistance agencies in country programs. SIDA 
has developed a strategy on sexual and reproductive 
health that supports the concept of essential repro- 
ductive health services and encourages governments 
to ensure that these services are available. Several 
other bilateral assistance agencies have incorporated 
reproductive health care as a priority in their assis- 
tance programs. 

International NGOs have national affiliates 
with close ties to the communities they serve, 
which often puts them in a good position to ensure 
that information is made available, controversial 


issues are addressed, and community needs are 
recognized. International NGOs can increase 
awareness, serve as a bridge between national orga- 
nizations and international resources, stimulate 
debate and action, assist in the formulation of pol- 
icy and development of programs, conduct 
research, and provide technical assistance. Inter- 
national organizations of health professionals such 
as physicians, nurses, and midwives can be helpful 
in establishing norms and standards for service 
delivery and disseminating information on effec- 
tive approaches and new technologies. 

Collaboration among assistance agencies has 
helped to advance women’s health programs. For 
example, the Inter-Agency Group for Safe Mother- 
hood supports safe motherhood programs. World 
Bank projects in Bangladesh, Indonesia, and 
Zimbabwe have strengthened coordination among 
multilateral, bilateral, and nongovernmental orga- 
nizations, improving the delivery of maternal health 
and famiiy planning services based on pilot project 
experience. U.N.-sponsored international confer- 
ences on women, social development, and popula- 
tion provide a forum for discussing women’s health 
issues at the policy level and an opportunity for 
bringing concerns to the forefront of the develop- 
ment agenda and to the attention of a wide inter- 
national audience. 


An Agenda for Women’s Health and Nutrition 


International agencies can take six major steps to 
promote improvements in women’s health and 
nutrition: 
e Persuade governments to give higher priority to 
women’s health and nutrition 
¢ Identify an institutional base for women’s health 
and nutrition programs 
e Promote greater use of gender-based data and 
pilot studies 
¢ Support cost-effective interventions for women 
* Increase attention to changing health-related 
behaviors 
¢ Involve women in program planning and imple- 
mentation. 

Knowledge, policy support, and program devel- 
opment related to the diverse health problems 
affecting women vary greatly among countries. For 
example, strategies to address issues of new but 
increasing concern (such as gender violence, man- 
agement of unsafe abortion, and sexually transmit- 
ted diseases among adolescents) are relatively 
untested and could benefit from external assistance 


to support consciousness-raising, policy analysis, 
and pilot programs. 


Policy priorities 


In many developing countries, women’s health and 
nutrition rank low among national priorities, even 
within the health sector. Assistance agencies can 
help to make the case for greater attention to 
women’s health, based on the multiple economic 
and social payoffs described in Chapter 1. Argu- 
ments for increased funding for women’s health and 
nutrition programs should stress two key points: the 
far-reaching effects of a woman’s poor health and 
early death on her family and community as well as 
the national economy, and the availability of cost- 
effective interventions to prevent or mitigate many 
of the leading causes of death and disability among 
women. 

Women represent a disproportionate share of the 
poor and so deserve particular consideration in pro- 
grams to mitigate the adverse impact of structural 
and sectoral adjustment, particularly in the areas of 
nutrition and health. Related external assistance 
could take traditional forms, such as food-price sub- 
sidies and food distribution, or more innovative 
forms, such as social, health, nutrition, and educa- 
tion interventions designed to reach female chil- 
dren, adolescents, and adults. 

For multilateral and multisectoral agencies such 
as the World Bank, policy dialogue needs to extend 
beyond the ministry of health to include the min- 
istries of finance, planning, education, and women’s 
affairs, and other sectors as appropriate. For most 
women’s health issues, policy discussion should also 
include key decisionmakers and influential groups 
outside the government, such as health profession- 
als, women’s groups, and business leaders. 


Institutional base 


International assistance agencies can designate an 
individual, department, or committee to take respon- 
sibility for women’s health and nutrition programs 
and request that the ministries of health also estab- 
lish an institutional base for woman’s health pro- 
grams. This base can serve many purposes, including 
giving greater visibility to these programs, coordi- 
nating relevant activities, initiating new programs or 
introducing new elements to existing programs, and 
promoting collaboration with other sectors. 
Experience with many health interventions has 
shown that an institutional base focused in a partic- 


The Role of International Assistance 51 


ular area can be highly effective in driving new ini- 
tiatives. Because women’s health and nutrition pro- 
grams encompass a variety of service delivery modes 
and require collaboration with agencies outside the 


_ health sector, an institutional base can ensure pro- 


gram direction and coherence, to see that objectives 
are met and that the system is operating smoothly. 


Targeted research 


Without gender disaggregated data, women’s health 
problems can be easily overlooked. International 
agencies can support analyses that differentiate 
between males and females and can request that rou- 
tine data reports include such differentiation. 
Disaggregation by age group is also important for 
program targeting. 

Effective program design requires research on a 
wide range of issues, including macroeconomic fac- 
tors, women’s socioeconomic and health status, and 
local conditions. Assistance agencies should support 
studies designed to: 

¢ Broaden knowledge and understanding of 
women’s health problems in a country 
¢ Bring about policy dialogue among government 
agencies, program beneficiaries, and health care 
providers | 
° Improve the database for the design and imple- 
mentation of projects 
¢ Mobilize resources in support of women’s health 
programs. 
Because of the influence of local social and cultural 
factors, pilot projects can be especially important for 
identifying and testing approaches to improve 
women’s health. 

In a process known as “sector work,” the World 
Bank often compiles background material to support 
discussions on health policy and to assist govern- 
ments in developing programs and projects. In 
Brazil, for example, sector work documented the 
dimensions of women’s health problems (including 
inadequate prenatal care, high rates of unsafe abor- 
tion, and unnecessarily high rates of cesarean sec- 
tion). In India and Uganda, sector analyses helped 
to identify women’s health problems and con- 
straints to women’s use of health services, informa- 
tion that was used to guide health interventions to 
address women’s needs. WIH-1O0 
L-e-qo N44 


Support for cost-effective services 


Foreign assistance agencies can help governments 
match health services for w O each country’s 
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own profile of women’s nutrition and health status. 
Where the health infrastructure is weak, assistance 
agencies should focus on ensuring that the Essential 
Services for women are widely available. In countries 
with adequate resources and a policy environment 
favorable to women’s health, assistance agencies can 
help to expand and improve ongoing programs, 
identify additional needs, and help ascertain which 
interventions and delivery approaches are most 
cost-effective. In most developing countries, assis- 
tance is needed to expand women’s health and 
nutrition interventions on a national scale and to 
incorporate new components such as sexually trans- 
mitted disease services and education on nutrition 
and safer sex. 

Assistance agencies need to examine their own 
policies and program priorities in light of the cost- 
effective approaches identified in the World 
Development Report 1993. For example, few assis- 
tance agencies support abortion management, pro- 
motion of contraceptives to adolescents, and 
cervical cancer services. The economic and social 
costs for missing the opportunity to include these 
services in assistance programs are great: unsafe 
abortion is the third largest cause of maternal mor- 
tality; pregnancies among unmarried adolescents 
are increasing in many developing countries; and 
worldwide almost eight in ten new cases of cervical 
cancer occur in developing countries. In reorienting 
their women’s health programs, assistance agencies 
need to incorporate a life-cycle approach and to give 
more emphasis to early prevention and behavior 
change. 


Behavior change 


International assistance agencies can play a major 
role in influencing health agencies to give greater 
attention to preventive services and become more 
involved in behavior change interventions outside 
the traditional health care delivery system. Assis- 
tance agencies can facilitate links between health 
agencies and public and private institutions in other 
fields, provide funds and technical expertise for 
undertaking behavior change interventions, and 
support mechanisms to exchange information on 
effective strategies. 


Women’s participation 
Assistance agencies can do much more to involve 


women in health programs. Key areas for action 
include: 


¢ Ensuring adequate representation of worsen 
their own professional staff 
Including women on project planning, monitor- 
ing, and evaluation teams 
Encouraging national health ministries to 
increase women’s representation in high-level 
decisionmaking positions 
Involving women’s organizations and women 
who are experts in their field in all phases of pro- 
gram planning and implementation 
Incorporating mechanisms for 
women’s feedback on projects 
Promoting procurement of supplies and advisory 
services from women-owned businesses and 
women’s cooperatives. 
Assistance agencies can help to identify areas in 
which women’s inputs would be useful and facilitate 
their involvement. In addition, assistance agencies 
can insist that collaborating agencies publicize job 
vacancies, new contracts, and other opportunities so 
that women can compete for them. Links with 
women’s groups, and particularly women’s income- 
generation projects, should be explored. For exam- 
ple, women’s groups could create clinic signs, 
banners, badges, and other promotional materials. 


soliciting 


Regional Problems and Priorities 


The following paragraphs highlight key health prob- 
lems and program priorities for women in each 
region of the developing world. 


Sub-Saharan Africa 


Sub-Saharan Africa has the world’s highest fertility 
and maternal mortality rates. Maternal health prob- 
lems are exacerbated by poor prenatal and delivery 
care and unsafe abortion, which accounts for 20 to 
40 percent of the maternal mortality in Africa. Africa 
also has one of the highest adolescent pregnancy 
rates in the world. By age eighteen more than 40 per- 
cent of women in Céte d’Ivoire, Mali, and Senegal 
have already given birth (Population Reference 
Bureau 1992). 

Sexually transmitted diseases and HIV/AIDS are 
a major cause of disability and death among African 
women and represent more than half of the sexu- 
ally transmitted disease burden among women in 
developing countries. Infertility and cervical can- 
cer, often caused by sexually transmitted diseases, 
are Common in some African countries. Female gen- 
ital mutilation is practiced in several countries of 
the region. 


orities for improving women’s health in Africa 
de: increasing access to maternity care, family 
planning, safe services for abortion management, 
and sexually transmitted disease services and pre- 
venting genital mutilation, HIV infection, and vio- 
lence against women. To deliver the necessary 
clinical and preventive services—and especially to 
extend services to rural areas—many countries will 
need to strengthen their health care infrastructure. 
Special initiatives for adolescents are needed because 
of the large numbers of young females at risk and the 
great potential for improving health through the 
postponement of sexual activity and childbearing, 
safer sex practices, and good nutrition. 


South Asia 


Throughout most of South Asia, women of all ages 
suffer the effects of gender discrimination. 
Discrimination and neglect are estimated to cause 
one in six deaths of female infants in Bangladesh, 
India, and Pakistan. In some areas, gender-specific 
abuse is common, including sex selection through 
abortion, female infanticide, and injury and death 
associated with wife abuse and dowry demands. 
Other forms of discrimination, such as giving less 
food to female household members, restricting their 
access to health services, and imposing a higher 
physical work burden on girls and women, are also 
common. Women’s lower status is also evident in 
lower school enrollment and retention rates. 

Many women lack access to health care, espe- 
cially maternity care, contraceptives, and safe ser- 
vices for abortion management. South Asia has a 
higher proportion of growth stunting among girls 
and anemia among pregnant women than any other 
region. Only one in three women receive prenatal 
care or have a trained attendant at delivery. 
Consequently, rates of death and disability associ- 
ated with pregnancy and childbirth are high. 
Sexually transmitted diseases are widespread, and 
HIV infection is on the rise. 

The key component of an agenda for women’s 
health in South Asia is to combat the effects of dis- 
crimination by expanding access to health services, 
conducting community education and outreach 
programs, increasing the proportion of trained 
women health providers, and publicizing the impor- 
tance of protecting female health. Expanding and 
improving the quality of women’s health services 
are also important. Health programs need to give 
greater attention to the nutritional status of young 
girls and adolescent women, as well as to detection 
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and prompt referral of pregnancy-related complica- 
tions. Intersectoral initiatives are needed to address 
the problems of early marriage and violence against 
women. 


East and Southeast Asia 


In certain countries, such as Laos and Cambodia, 
women’s health conditions resemble those in South 
Asia or Africa. In other parts of East and Southeast 
Asia, women are attaining levels of health, educa- 
tion, and social status typical of middle-income 
countries. In East Asia, 95 percent of women benefit 
from trained assistance during delivery, although 
less than half of all deliveries take place in institu- 
tions. There are considerable regional and urban- 
rural differences, however, reflecting the influence 
of lifestyle and economic status on disease patterns. 
For rural women, infectious diseases are a major 
cause of death, while urban women have higher 
rates of cardiovascular and cerebrovascular diseases 
and cervical and breast cancer. East Asia has the 
highest incidence of cervical cancer among the 
developing regions. 

Maternal morbidity and mortality rates remain 
high in several countries in the region due to poor 
coverage of maternity care (WHO 1991). Contra- 
ceptive prevalence is relatively high in Indonesia, 
the Republic of Korea, Malaysia, and Thailand, but 
in some countries, such as the Philippines, a full 
range of contraceptive methods is not available. 
HIV/AIDS is growing more rapidly in Southeast Asia 
than in any other part of the world (USAID 1991). 
Increasingly, young adolescent women are entering 
prostitution, often due to economic hardship or 
force. 

Smoking and alcohol abuse among women are 
growing concerns in some parts of East Asia, as 
multinational tobacco firms increasingly target 
women with sophisticated advertising. Women’s 
health status is also influenced by discriminatory 
practices, such as sex selection in China and the 
Republic of Korea and female genital mutilation in 
parts of Indonesia and Malaysia. 

Priorities for women’s health services are likely to 
vary considerably throughout the region, depend- 
ing on existing health infrastructure and policies. In 
countries with limited services, health agencies will 
necessarily concentrate on expanding and improv- 
ing them, especially to ensure access to maternity 
care, family planning, and safe abortion services. 
Most countries in the region need to give additional 
attention to early prevention among young and 
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adolescent girls, especially in stressing the dangers of 
unprotected sex, tobacco use, and substance abuse. 
Where resources permit, cancer screening and treat- 
ment should be provided. | 


Middle East and North Africa 


In the Middle East and North Africa, fertility rates are 
among the highest in the world, almost equal to 
those of Sub-Saharan Africa. High fertility and early 
childbearing contribute to poor health among 
women. Contraceptive prevalence rates are low, and 
access to health care is poor. Cultural norms against 
contact with men keep many women from using 
existing health services. Female genital mutilation is 
practiced in some areas. Women’s low status and lit- 
eracy levels, as well as lack of information and data 
on women’s health issues, are major obstacles to 
improvements in female health. 

The major priority in the region is to improve 
women’s access to health care by better meeting 
their needs for female health care providers, conve- 
nient locations, and information on healthy behav- 
iors. Better maternity care is a pressing need in most 
countries in the region. Women could benefit sub- 
stantially from improved access to contraception 
and a broader choice of methods. 


Latin America and the Caribbean 


In many Latin American countries, noncommuni- 
cable diseases cause more deaths and disability to 
women than communicable diseases and maternal 
and perinatal causes combined. Nevertheless, mater- 
nal mortality ratios in the region are higher than in 
other areas with comparable income levels, due in 
large part to unsafe abortion. Fertility is moderately 
high in most countries. Services are often inefficient 
and of poor quality. Tertiary and higher-level health 
facilities are overutilized for maternity care, and 
some countries have abnormally high rates of 
cesarean section deliveries, which adds to women’s 
health risks. 

Unwanted pregnancy, particularly among ado- 
lescents, is an important problem. Although abor- 
tion is illegal in most countries in the region, 
abortion rates in some areas are among the world’s 
highest. Sexually transmitted diseases are a growing 
concern. Though the AIDS epidemic is in the early 
stages, the number of cases among women is pro- 
jected to rise sharply by the year 2000 (PAHO 1993). 
Violence against women is increasingly recognized 
as a source of poor mental and physical health. 


As the proportion of older people rises, problems 
such as diabetes, cardiovascular and cerebrovascular 
diseases, and osteoporosis are becoming more sig- 
nificant among women. Breast cancer is increasingly 
common, particularly in the higher-income coun- 
tries. Cervical cancer is also on the rise. Women’s risk 
of disease is raised by factors such as high rates of 
smoking, obesity, and anemia; almost one in three 
women in the region is anemic (PAHO 1993). 

The agenda for improving women’s health in 
Latin America includes ensuring that low-income 
women have access to health care services, especially 
maternity care and family planning; developing 
strategies to meet the reproductive and sexual health 
needs of adolescents; addressing the problems of 
unwanted pregnancy and unsafe abortion; and pro- 
moting healthy behaviors such as good nutrition, 
safer sex practices, and avoidance of smoking and 
obesity. Some countries will need to give more atten- 
tion to specific problem areas such as overuse of ter- 
tiary health care facilities, unnecessary medical 
procedures, HIV/AIDS, violence against women, and 
inadequate assistance to women beyond reproduc- 
tive age, including management, of cervical and 
breast cancers. 


Eastern Europe and Central Asia 


Women’s health status in Eastern Europe and 
Central Asia is lower than might be expected, given 
high levels of female education and reasonably well- 
developed health infrastructure. Shortages of drugs 
and supplies are common, as are outdated health 
care practices that are not always cost-effective. 
Although almost all women receive prenatal care, 
excessive emphasis is placed on diagnostic tests and 
not enough on counselling and prevention. 
Abortion, which is legal in many countries in the 
region, is the most common method of fertility reg- 
ulation because contraceptives are largely unavail- 
able. In fact, there are more abortions than live 
births. The needs of divorced, widowed, and elderly 
women require greater attention. In several coun- 
tries, women’s health status is worsening, and their 
access to such services as legal, state-subsidized abor- 
tions is being threatened. 

Key initiatives in a women’s health agenda for 
the region include making family planning infor- 
mation and services more widely available to 
reduce reliance on abortion, updating services 
through training to improve clinical and con- 
sumer-oriented practice, ensuring that adequate 
drugs and supplies are available, increasing the 


emphasis on prevention (particularly avoidance of 
tobacco, the value of exercise, and good nutrition), 


and addressing the needs of women beyond repro- 
ductive age. 


Moving from Rhetoric to Action 


The task ahead is to apply what we know about 
women’s health needs to concrete actions. We know 
that many women’s health problems could be pre- 
vented or mitigated through low-cost interventions. 
We know that these interventions can work in low- 
income settings. We know that investments in 
women’s health have multiple payoffs for the 
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national economy, the community, individual fam- 
ilies, and the next generation. What remains to be 
done is to pierce the veil of indifference and inertia 
that inhibits women’s health and nutrition pro- 


‘ rams. Assistance agencies, in partnership with local 


change agents, can press for a new vision of women’s 
health as an indispensable part of sustainable devel- 
opment efforts. Given a mandate for change, agen- 
cies and individuals can advance new initiatives and 
support more effective allocation of existing 
resources. For the countless millions of women 
struggling to meet their family’s daily needs and 
make a better life for themselves and their children, 
such changes cannot come too soon. 
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health that—because of differential exposure, _—rates than boys. In the industrialized countries of 
reduced access to treatment, and culturally-imposed § Norway, Switzerland, and the United States, mor- 
disadvantages—are disproportionately harmful to tality rates for boys are considerably higher (see 


women at specific stages of the life cycle. Figure B.1). 
In countries where girls are deemed of little eco- 
Infancy and Childhood nomic value, they receive little or no education and 


are often required to perform strenuous tasks 
Given equal nutrition, health conditions, and care, _ (including carrying firewood and water and caring 
girls are more likely than boys to survive childhood. —_ for younger siblings and farm animals). One would 
Although boys are generally more vulnerable to _ expect that the combination of a heavy workload 
childhood diseases, unequal care can negate girls’ and low status contributes to increased morbidity 
biological advantage. In seventeen out of twenty- among girls as compared with boys. However, while 
nine developing countries with recent national sur- | the Demographic and Health Surveys (DHS) reveal 
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that in most of the developing countries studied, 
girls have higher mortality risks than boys, there is 
no clear evidence of female disadvantage in mor- 
bidity and treatment. Analysis of the data (Hill and 
Brown 1993) show little gender difference in nutri- 
tional status or in treatment for diarrheal diseases 
and coughing—the only three indicators for which 
comparable national data are available. Unfortu- 
nately, most of the South Asian countries and China 
are excluded from the analysis. Still, differences are 
found in some countries. In Colombia, for example, 
a recent national survey found that 12 to 13 percent 
more boys than girls were taken to the health center 
for treatment of fever and acute respiratory infection 
(Profamilia and IRD 1991). Local surveys in South 
Asia, and also in other regions, have demonstrated 
substantial differences in the treatment of boys and 
girls (Ravindran 1986). 

Girls in some cultures may also be subjected to 
violence and physical abuse (including genital muti- 
lation, burns, beatings, and fatal injuries reported as 
“suicides”). Some girls are forced into early marriage 
or prostitution, which curtails their education and 
can expose them to various reproductive health 
risks. Even when girls are not physically maltreated, 
they may suffer degradation, humiliation, and feel- 
ings of inferiority and worthlessness. Malnutrition, 
inadequate health care, and mental and physical 
abuse in childhood can have lifelong conse- 
quences—not the least of which are the perpetua- 
tion of unhealthy behaviors, including poor 
nutrition and substance abuse. 


Discriminatory child care 


Gender differences in feeding begin in infancy, with 
boys in some countries being breastfed more fre- 
quently and longer than girls. Son preference may 
also play a role in birth spacing: after giving birth to 
a gitl, mothers wishing to try for a boy may become 
pregnant sooner and thereby curtail breastfeeding 
sooner than if they had a boy. In some areas of the 
world, girls are more likely than boys to receive sub- 
stantially less food and less nutritious food relative 
to their needs, and hence are at higher risk of mal- 
nutrition and growth problems (Ravindran 1986). 
Malnutrition increases susceptibility to infec- 
tions and disease, stunts growth, and impedes phys- 
iological maturity. Stunting of children before the 
age of three, furthermore, is largely irreversible 
(UN/ACC/SCN 1992a). For women, stunting—par- 
ticularly when combined with early pregnancy and 
poor weight gain in pregnancy—can lead to 


obstructed labor, and low birthweight and poor 
infant viability (Ravindran 1986). 


Sex selection 


In some countries, the preference for sons is so 
strong that female fetuses are aborted and newborn 
females neglected and permitted to die. In China, 
India, and the Republic of Korea, selective abortion 
of female fetuses detected by ultrasound and amnio- 
centesis (and possibly also female infanticide) are 
sufficiently widespread that they may be skewing 
the males to females ratio (Coale 1991; Heise et al. 
1994; Zeng Yi et al. 1993). Since the 1960s, the sex 
ratio at birth of 106 males for every 100 females in 
China has shifted to 110 males per 100 females born 
in 1991 (Zeng Yi et al. 1993). 


Genital mutilation 


An estimated 85 to 114 million girls and women 
worldwide have been subjected to genital mutila- 
tion, also known as female circumcision. In its most 
severe form, the clitoris and labia minora are 
removed and the labia majora are sewn together, 
leaving a small hole for urine and menstrual blood 
flow. The more common, lesser forms entail removal 
of the clitoris and sometimes the labia minora. 
While mostly done between the ages of four and 


eight, genital mutilation is sometimes done as early 


as infancy or as late as just prior to delivery of the 
first child. 

Each year genital mutilation is performed on an 
estimated two million young girls in Africa and parts 
of the Middle East, with the stated aim of curtailing 
sexuality to ensure chastity before Matriage and 
faithfulness thereafter. Women often insist that their 
daughters undergo the procedure to become socially 
acceptable (“clean”) and eligible for marriage. 
Usually performed without anesthesia and with 
unclean instruments, genital mutilation can cause 
hemorrhage, tetanus, infection, injury to organs, 
severe pain, mental trauma, and death. Long-term 
consequences include pain during intercourse, diffi- 
culties during childbirth, infertility, and recurrent 
urinary tract infections. 


Sexual abuse 


Primarily because of the lack of data, sexual abuse 
among very young girls has received little attention 
from health professionals to date. Yet the few stud- 
ies available suggest that the problem is widespread 


among diverse cultures. For example, studies in 
Malaysia and in Lima, Peru, found that 18 percent 
of the victims of sexual assault were age nine or 
younger; more than 20 percent of the victims in 
Mexico City and the United States were age ten or 
younger (Consumers Association of Penang 1988; 
Portugal 1988; COVAC 1990; Kilpatrick et al. 1992). 
A study in Nigeria reported that 16 percent of the 
female patients seeking treatment for STDs were 
children under the age of five, and another 6 percent 
were aged six to fifteen (Kisekka and Otesanya 1988). 
Studies in Lima, Peru, and in Costa Rica found that 
more than 90 percent of the girls aged twelve to six- 
teen who gave birth had been raped by their father 
or a close relative (Movimiento Manuela Ramos 
[n.d]; Treguear and Carro 1991). Early sexual abuse, 
as well as sequelae such as pregnancy and STDs, have 
lifelong psychological and physical consequences. 
In most developing countries, however, few services 
are in place to provide counseling and assistance to 
victims of sexual abuse. 


Adolescence 


Women between the ages of ten and nineteen are 
generally healthy. Sexual activity—which can lead 
to unwanted pregnancy, early childbearing, unsafe 
abortion, and exposure to STDs (including AIDS)— 
poses the greatest health risk for adolescent women. 
Because they are neither children nor adults, ado- 
lescent girls frequently fall between the cracks of the 
health care and social service systems. 


Early childbearing 


The timing of initiation into motherhood varies 
considerably among developing countries, with 10 


Table B.1: Major threats to female health 


Reproductive health problems 


Major causes of maternal death 
¢ hemorrhage 
¢ obstructed labor 
infection 
hypertensive disorders 
unsafe abortion 


Pregnancy-exacerbated conditions 
* anemia 

malaria 

protein-energy malnutrition 

sickle cell disease 

diabetes 

hepatitis 

tuberculosis 

heart disease 


infertility 


Maternal morbidities 
¢ uterine prolapse 
¢ obstetric fistulae 


Other reproductive morbidities 

¢ female genital mutilation 

¢ reproductive tract infections 

(including STDs and AIDS) e Mental depression 

¢ menstrual disorders 
® cancers (cervix/breast) 
* menopausal disorders 
e 
e 


osteoporosis 


- 
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to SO percent of young women having their first 
birth during their teenage years. Fertility rates are 
declining worldwide, but they are falling less rapidly 
among adolescent women. Although adolescent fer- 


_ tility rates vary greatly among (see Table B.2) and 


within countries, early childbearing is generally 
associated with rural residence, little education, low 
income, and early age of sexual initiation (PRB 1992; 
Ross et al. 1993; UN 1989; Yinger et al. 1992). 

Early marriage generally leads to early preg- 
nancy. Births to unmarried adolescents are increas- 
ing, however, due to earlier menarche, later 
marriage, and—with urbanization and more social 
interaction outside the household—increasing 
opportunities for sexual activity outside of marriage. 
Media, peer pressure, and other factors have 
changed social mores. In some areas young women 
exchange sexual favors to meet their material needs. 

Despite their high risk, most unmarried adoles- 
cents lack the requisite knowledge and services to 
prevent STDs or pregnancy. Studies in Guatemala 
and Kenya found that fewer than one in ten unmar- 
ried youths could correctly identify the fertile period 
(Ajayi et al. 1991; CDC 1991). In most developing 
countries, a majority of young women have heard of 
at least one modern contraceptive method but gen- 
erally do not have adequate knowledge about cor- 
rect usage. National surveys in Botswana, Ghana, 
Kenya, Jamaica and Liberia found that—while at 
least one in four women aged fifteen to nineteen was 
single and sexually experienced—few were using 
contraception. Among those who were using con- 
traception, large proportions were relying on inef- 
fective traditional methods such as rhythm and 
withdrawal (Population Reference Bureau 1992; 
Yinger et al. 1992). Even with knowledge of contra- 
ceptives, adolescents have difficulty obtaining 


Other* 


e Nutritional deficiencies 

e Chronic diseases (cardio- and 
cerebrovascular, diabetes, etc.) 

e Urinary tract infection 

e Gender violence 

Certain occupational and 

environmental health problems 


*These conditions affect both sexes but have a disproportionate effect on women. 
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them, fear side effects, or avoid use because of part- 
ner opposition or religious proscription. Unmarried 
women often do not plan for sex, and newly mar- 
ried women are encouraged to bear children early. 
Regardless of marital status, teenage childbear- 
ing—especially under age sixteen—involves serious 
health risks for the young woman and her child 
(including pregnancy-induced hypertension, ane- 
mia, malnutrition, cephalopelvic disproportion, 


vesicovaginal and rectovaginal fistulae, difficult 
delivery, retardation of fetal growth, premature 
birth, low birth weight, and perinatal mortality 
(Koetsawang 1990; Senanayake 1990; UN 1989). 

In a Nigerian study, for example, 17 percent of 
fourteen year-olds developed hypertensive disease, 
as compared with 3 percent of women aged twenty 
to thirty-four (WHO 1989b). In addition, younger 
adolescent women may have a narrow birth canal at 


Table B.2: Pregnancy risk, contraceptive use, and births among women aged 15 to 19 


Pregnancy Risk 
(percentage of women 
aged 15-19) 
Single 
Region/Country Currently and sexually 
and Date of Survey married experienced 
Africa 
Botswana, 1988 6 60 
Burundi, 1987 6 2 
Ghana, 1988 21 26 
Kenya, 1989 18 26 
Liberia, 1986 32 46 
Mali, 1987 72 1 
Namibia, 1992 7 35 
Nigeria, 1990 34 20 
Senegal, 1986 42 — 
Togo, 1988 27 37 
Uganda, 1988-89 37 22 
Zimbabwe, 1988-89 18 12 
Latin America and the Caribbean 
Bolivia, 1989 13 43 
Brazil, 1986 13 6 
Colombia, 1986 12 7 
Costa Rica, 1990 18 11 
Dominican Republic, 1992 17 6 
Ecuador, 1989 16 —_ 
El Salvador, 1985 24 _— 
Guatemala, 1987 24 5 
Haiti, 1989 15 8 
Honduras, 1987 22 satis 
Jamaica, 1989 20 35 
Mexico, 1987 18 3 
Paraguay, 1987 17 12 
Peru, 1986 12 6 
Trinidad & Tobago, 1987 20 2 
Asia 
Bangladesh, 1989 48 mee 
China, 1982 4 — 
India, 1988 4] om 
Indonesia, 1991 18 — 
Korea, Republic of, 1985 1 om 
Nepal, 1986 38 _ 
Pakistan, 1990-91 18 om 
Philippines, 1988 8 = 
Thailand, 1987 16 outs 
Vietnam, 1988 4 _ 
Middle East and North Africa 
Egypt, 1992 15 =_ 
Jordan, 1990-91 10 om 
Morocco, 1992 1 _ 
Tunisia, 1988 4 _— 


Contraceptive Use 
(percent of sexually experienced 


women aged 15-19) Teenage Mothers 
Percent of women 
Currently Never aged 20 to 24 who 
married married had a birth by age 20 
17. 23 55 
4 _— 27 
5 18 51 
13 14 58 
2 10 64 
8 — 67 
21 — 63 
1 44 54 
9 — 59 
17 45 | 56 
2 8 68 
30 22 | 49 
16 _— a7 
48 29 31 
29 —_— 31 
51 —_ sts 
25 _ 33 
18 — — 
22 —_ — 
5 _ 50 
5 —_— aie 
20 a _ 
48 — sil 
30 —_ 35 
22 — 37 
23 — 27 
43 _— 30 
15 —_— _ 
29 as 36 
1 oi a 
3 — 30 
43 ad 24 
5 - a 
= — 31 
: - 21 
5 - 19 


uv _ 13 


Sources: Survey data from Demographic and Health Surveys and Centers for Disease Control; PRB 1992: Ross et al. 1993: Yinger et al. 1992 


the time of first birth because pelvic bone growth is 
not completed until two or three years after growth 
in height has stopped (Harrison et al. 1985). A nar- 
row birth canal is a leading cause of difficult deliv- 
eries that prolong labor and increase the risk of 
obstetric fistulae (a tearing of the walls between the 
vagina and bladder or rectum). Women with unre- 
paired fistulae constantly drip urine or feces, making 
them social outcasts and likely candidates for 
divorce or abandonment. In Nigeria, 33 percent of 
fistulae cases involve women under age sixteen, and 
in Niger, 80 percent are fifteen to nineteen years old 
(WHO 1989b). 

Having a very early first birth also increases a 
woman's risk of dying from pregnancy-related 
causes. According to the WHO, women aged fifteen 
to nineteen face a 20 to 200 percent greater risk of 
pregnancy-related death than older women, and the 
younger the adolescent, the higher the risk. In 
Jamaica and Nigeria, for example, women under fif- 
teen are four to eight times more likely to die during 
pregnancy and childbirth than those aged fifteen to 
nineteen (WHO 1989b). 

Infants born to adolescent mothers are also more 
likely to die or have more severe health problems 
than those born to older women. In Burundi, 
Ghana, Kenya, Liberia, Mali, Nigeria, Senegal, and 
Zimbabwe, infants born to mothers aged fifteen to 
nineteen face a 20 to 60 percent higher risk of dying 
before their first birthday than those born to women 
aged twenty to twenty-nine (PRB 1992). Similarly, in 
Bangladesh, Korea, Malaysia, Pakistan, and 
Thailand, the infant-mortality risk for babies born to 
teenage mothers is at least SO percent greater than 
that for babies born to mothers in their twenties (UN 
1989). 


Abortion 


Faced with an unintended pregnancy which may 
lead to loss of schooling, social ostracism, and other 
adverse consequences, many pregnant adolescents 
seek abortions. Where abortion is legal, roughly one- 
fourth of abortions are to teenagers (Henshaw and 
Van Vort 1989; Singh and Wulf 1990). Where abor- 
tion is illegal or restricted, teenagers often resort to 
clandestine abortion and account for between one 
million and 4.4 million abortions annually (CPO 
1992). 

Because of their tendency to seek clandestine 
abortions, to delay obtaining the procedure, and to 
avoid seeking medical attention for subsequent 
problems, adolescents’ rate of abortion complica- 
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tions (including hemorrhage, septicemia, anemia, 
cervical and vaginal lacerations, pelvic abscess, per- 
foration of the uterus or bowel, tetanus, and sec- 
ondary infertility) is higher than that of older 


. women (CPO 1992). Studies of hospital records in 


Congo, Kenya, Liberia, Mali, Nigeria, and Zaire 
found that between 38 and 68 percent of women 
seeking care for complications of abortion were 
under twenty years of age. The proportion is more 
than 2S percent in Malaysia, and more than 10 per- 
cent in Brazil, Chile, Guatemala, Peru, and Thailand. 
A study in the United Kingdom showed that the risks 
associated with abortion were about three times 
higher in girls under sixteen than in older adoles- 
cents (WHO 1992a). 


Sexually transmitted diseases and AIDS 


Sexually transmitted diseases (STDs) are spreading 
rapidly among young people. In Uganda, for exam- 
ple, youths aged fifteen to nineteen have the high- 
est incidence of STDs in the population. Research 
suggests that adolescent girls may be biologically 
more vulnerable to STD and HIV infection than 
older women with mature reproductive organs. 
Because of the tendency of older men to seek 
younger partners, girls are more likely than boys to 
have STDs. 

Age disparity also implies a greater power differ- 
ential between sexual partners, which makes it diffi- 
cult for younger women to insist on safe sexual 
practices. Payment of the bride price (Common in 
marriages arranged in African and Middle Eastern 
countries) encourages the marriage of young girls to 
older men who can afford to pay it, but among 
whom the incidence of STDs is greater than in 
younger men. Finally, poverty forces some young 
girls into commercial sex work, contributing to the 
rate of STDs and AIDS among them, and through 
them, among the wives and partners of their clients 
(Havanon et al. 1993). In Thailand, where an esti- 
mated 800,000 prostitutes are under age twenty, one 
quarter are under age fourteen, and roughly three in 
ten are HIV-infected (IPPF 1992). 

HIV infection is also more common in young 
people than in older adults, and this is particularly 
true for women. According to WHO at least half of 
those infected with HIV worldwide are under the age 
of twenty-five (WHO 1989b), and in many parts of 
Africa, HIV infection is increasing more rapidly 
among females than among males. A study in Zaire 
found HIV infection to be four times more prevalent 
in women than in men fifteen to thirty years old 
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(Panos Institute 1989). Where older men seek out 
adolescent girls with little or no sexual experience to 
avoid HIV infection, some spread the virus to their 
young partners. Studies in Ethiopia and Zimbabwe 
reveal that, while the ratio of AIDS infection is equal 
among men and women twenty to twenty-nine 
years old, adolescent girls aged fifteen to nineteen 
are three to five times more likely than boys to be 
infected (Zewdie 1993). 


Undernutrition and micronutrient deficiency 


Poverty and cultural factors (such as inequitable 
intrahousehold food distribution and food taboos) 
tend to affect the nutrition of adolescent girls 
adversely. Puberty triggers a growth rate greater than 
any beyond the first year of life. Although growth 
begins slowing for girls by the age of approximately 
fourteen, linear growth, particularly of the long 
bones, is not complete until the age of eighteen, and 


peak bone mass is not achieved until the age of 


twenty-five (FNB/NAS/NRC 1989). Thus growth- 
related needs for many nutrients continue well into 
the early twenties and are likely to overlap with the 
nutrient requirements of first pregnancy and, possi- 
bly, several additional pregnancies. 

Girls also need more iron following menarche, 
particularly in developing countries where infec- 
tious diseases such as malaria, schistosomiasis, and 
‘hookworm contribute further to anemia (Brabin and 


/ Brabin 1992). Anemia causes fatigue, poor appetite, 


/ 


V/ 


/ 
J 


poor learning capacity, and gastrointestinal and 
neurological problems. While the prevalence of 
iodine deficiency goes down in males by late ado- 
lescence or the early twenties, it remains high in 
females—setting the stage for higher rates of iodine 
deficiency among women during their reproductive 
years and increasing the risk of mental retardation 
among their offspring. 

__ Skeletal growth is also delayed by malnutrition. 
Although some catch-up on earlier growth retarda- 
tion appears possible, it is not likely to occur with- 
out imcreased income or_ subsidized food 
supplementation. Since a smaller pelvis can prolong 
labor and obstruct delivery, incomplete skeletal 
growth or stunting also poses serious risks during 
childbirth. 


Substance abuse 


During adolescence, individuals exercise increasing 
independence from their families, and are more 


likely to engage in experimentation and risk-taking. 
In middle-income countries today, adolescents are 
beginning to smoke, drink alcohol, and take drugs in 
increasing numbers and at earlier ages. This early ini- 
tiation sets a pattern for lifelong use and increases 
morbidity and mortality in later years. Smoking 
increases women’s risk of lung and cervical cancer 
and osteoporosis. Women over age thirty who smoke 
heavily and take oral contraceptives have a higher 
risk of cardiovascular disease. Pregnant women who 
smoke have a higher risk of infertility, stillbirth, pre- 
mature labor, and low-birth-weight babies. Although 
it is still more prevalent among males than females, 
substance abuse is increasing among both sexes. 
Furthermore male substance abuse is associated with 
violent behavior toward women and unsafe sexual 
practices. In pregnant women, substance abuse 
increases the chance of congenital malformations 
and low birth weight (Smyke 1991). 


Reproductive Years 


In developing countries, women between the ages of 
fifteen and forty-four have higher rates of disability 
than men, primarily because of their reproductive 
role. Maternal morbidity and mortality account for 
18 percent of the disability-adjusted life years 
(DALYs) lost by women of reproductive age, while 
sexually transmitted diseases and HIV account for an 
additional 16 percent. Tuberculosis, depressive dis- 
orders, self-inflicted injuries (including suicide), res- 
piratory infections, and anemia also cause 
considerable premature death and disability (World 
Bank 1993c). These conditions are largely pre- 
ventable and could be mitigated through appropri- 
ate health care and the adoption of cultural practices 
favorable to women’s health. 


Unplanned pregnancy and abortion 


In developing countries, one in five births is 
unwanted (Westoff 1991). In countries outside 
Africa for which Survey data are available, at least 
half of all married women do not want any more 
children (Robey et al. 1992). 

Despite their expressed desires, many women 
remain at risk of an unplanned pregnancy. Surveys 
find that between 20 and 30 percent of the married 
women of reproductive age in most developing 
countries—an estimated 120 million women—who 
wish to avoid becoming pregnant are not using con- 
traception (Westoff and Ochoa 1991; Robey et al. 


1992). This number would increase substantially if 
unmarried women, women who need a better or 
more suitable contraceptive method, and women 
who use abortion services were included. 

Roughly one-fourth—an estimated forty to sixty 
million—of all pregnancies worldwide end in abor- 
tion (Tietze and Henshaw 1986). More than half of 
these are clandestine and are performed under 
unsafe conditions (Population Crisis Committee 
1987). 

Unsafe abortion is one of the most important 
causes of pregnancy-related morbidity and mortal- 
ity in many developing countries, accounting for 
125,000 to 200,000 female deaths annually. In Sub- 
Saharan Africa, abortion accounts for one in three 
pregnancy-related deaths, and one in four in South 
Asia and Latin America (Dixon-Mueller 1990; La 
Guardia et al. 1990; Rosenfield 1989; WHO 1992c). 
In most of the Central Asian Republics, where abor- 
tion services are of poor quality and contraceptives 
are virtually unavailable, it is the second highest 
cause of pregnancy-related deaths. Abortion-related 
mortality is highest in countries where abortion is 
legally restricted, access to family planning and safe 
abortion services is limited, and overall maternal 
mortality is high. 

About 40 percent of the world’s population live 
in countries with no restrictions on abortion, 23 per- 
cent where abortion is permitted for social and med- 
ical reasons, 12 percent where abortion is permitted 
when the woman’s life and health are at stake or 
there are injuries to the fetus, and 25 percent where 
abortion is permitted only to save the life of the 
woman or not permitted at all (Henshaw 1990). The 
impact of unsafe abortion on women’s health is 
illustrated by Romania’s experience. After Romania 
outlawed both abortion and contraception in 1966, 
deaths from abortions rose dramatically. When 
these restrictions were dropped in 1990, maternal 
mortality fell to 40 percent of the previous year’s 
level (see Figure B.2). 

Unsafe abortion can harm a woman’s physical 
and mental health, cause infertility, and have 
negative social consequences. The cost of treating 
complications from unsafe abortions is consider- 
able—many times greater than that of offering safe 
abortion services. Treating abortion complications 
can consume as much as half of a hospital’s budget 
(McLaurin et al. 1991; WHO 1990b; WHO 1990c). 

RU-486, a drug that induces abortion within the 
first sixty-three days of pregnancy, shows promise as 
a nonsurgical method of early abortion. Because of 
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its high cost and need for medical supervision and 
follow-up, however, RU-486 is not yet appropriate 
for use in developing countries. 


Pregnancy-related complications 


More than 150 million women become pregnant in 
developing countries each year. An estimated 
500,000 of these women, however, die from preg- 
nancy-related causes, and more than fifty million 
experience acute pregnancy-related complications. 
An important contributing factor to high maternal 
mortality and morbidity is the inadequate coverage 
and low quality of care provided to pregnant women 
in developing countries. Only about half the preg- 
nant women in these countries receive even mini- 
mal prenatal and delivery care (Table B.3). 

While maternal mortality ratios have fallen in 
parts of Latin America and in Southeast and West 
Asia, they remain high in Africa and South Asia. 
Even though the risk of dying as a result of preg- 
nancy or childbirth has declined globally, the num- 
ber of pregnancy-related deaths has continued to 
rise as the number of women in their prime child- 
bearing years also rises. 

The lifetime risk of dying from pregnancy-related 
causes varies widely: one in every twenty-two 
women in Africa dies of complications of pregnancy, 


Figure B.2: Maternal mortality in Romania, 1965-91 


maternal deaths per 100,000 live births 


Source; Adapted from Stephenson and others 1992 which used data 
from The Ministry of Health of Romania. 
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delivery, or abortion, compared with only one in 
every 10,000 in Northern Europe (Rochat 1987). The 
death toll is greatest in Sub-Saharan Africa and South 
Asia, where maternal mortality ratios (pregnancy- 
related deaths per 100,000 live births) are as much 
as 200 times higher than those in industrialized 
countries. This is the widest disparity in human 
development indicators between developed and 
developing countries yet reported. 

In developing countries, more than one-fourth 
of all deaths to women of reproductive age are preg- 
nancy-related, and four in five result directly from 
obstetrical causes: hemorrhage contributes 25 per- 
cent; sepsis about 15 percent; unsafe abortion at 
least 13 percent; hypertensive disorders (eclampsia) 
about 12 percent; and obstructed labor about 8 per- 
cent (see Figure B.3). Additional pregnancy-related 
deaths result from conditions aggravated by preg- 
nancy (such as malaria, viral hepatitis, diabetes, ane- 
mia, and rheumatic heart disease (WHO 1991a). 

Long after delivery, many women suffer preg- 
nancy-related disabilities (including utero-vaginal 
or bladder prolapse, cervical lacerations, obstetric 
fistulae, anemia, and infertility). In Colombia, 


Pakistan, the Philippines, and Syria, between 9 and 
25 percent of women under age forty-five suffer uter- 
ine prolapse (Omran and Standley 1976; Omran and 
Standley 1981). The condition is associated with 
hard physical labor, poor maternity care, and early 
and frequent childbearing. It causes considerable 
discomfort, interferes with bodily functions, and 
can result in a variety of complications. A recent 
study in rural Egypt found that more than half of all 
women of reproductive age suffered from uterine 
prolapse, although many afflicted women did not 
realize that they had the condition (Zurayk 1991). 

Some illnesses (such as malaria, tuberculosis and 
viral hepatitis) can have more serious effects during 
pregnancy, because of the woman’s weakened 
immune system and other physiological changes. 
Anemia, which affects an estimated 60 to 70 percent 
of pregnant women in developing countries (Sloan 
and Jordan 1992), impedes the woman’s ability to 
resist infection and survive hemorrhage and makes 
women more vulnerable to complications during 
childbirth. 

In some settings, the health care system may also 
contribute to the mother’s poor health. In some 


Table B.3: Global and regional estimates of prenatal care, institutional deliveries 


and deliveries with trained attendant 


8 


Prenatal care* 
Country (000s) % 
World 90,691 64 
Developed*** 16,818 98 
Developing 73,873 59 
Africa 16,711 59 
Eastern 6,538 68 
Middle 1,393 43 
Northern 2,450 49 
Southern 1,210 89 
Western 5,121 55 
Asia*** 48,035 57 
Eastern*** 22,407 87 
South-eastern 8,828 70 
Southern 14,269 35 
Western 2,531 54 
Latin America 8,985 72 
Caribbean 747 89 
Central 2,492 71 
South 5,746 71 
Northern America 3,774 95 
Europe 6,305 99 
Oceania*** 142 70 
Former USSR**** 5,065 100 


Trained attendant 
Institutional delivery at delivery** 

(000s) % (000s) % 
62,453 44 86,018 60 
16,313 95 17,043 99 
46,140 37 68,975 $5 
9,742 34 11,929 42 
2,823 30 3,346 35 
1,400 43 1,425 44 
1,557 31 2,643 53 
1,149 85 1,160 86 
2,813 30 3,354 36 
28,106 33 47,47) 56 
12,197 48 24,352 95 
4,992 39 7,336 58 
8,484 21 12,644 31 
2,433 52 3,139 67 
8,192 66 9,474 76 
613 73 754 90 
2,018 57 2,600 74 
5,561 69 6,120 76 
3,774 95 3,956 99 
6,048 95 6,334 99 
100 49 101 50 
4,812 95 5,065 100 


Estimates, using 1990 UN projections for numbers of live births, were calculated for 1993 based on studies for the period 1985-1993. 


“Defined as one prenatal visit anytime during pregnancy. 

**Defined as a birth attended by trained medical personnel, includin 
eo 

***Japan, Australia and New Zealand have been excluded from the 

not add to totals due to rounding. 

****Data collected prior to recent political changes. 

Source: WHO 1993a. 


9 traditional birth attendants who have received some training in modern medical. 
regional estimates, but are included in the total for developed countries. Figures may 


Latin American countries, for example, unnecessary 
cesarean sections increase the risk of infection and 
blood loss during delivery. Many hospitals also sep- 
arate mothers from their newborn infants, thereby 
discouraging breastfeeding. 

The death of a mother has profound conse- 
quences for her children: fewer than 10 percent of 
the infants who survive the death of their mother 
live beyond their first birthday (Chen et al. 1974; 
Koenig et al. 1988; Strong 1992). Children under age 
five are up to SO percent more likely to die if their 
mother dies, and the mortality risk remains higher 
than that faced by children under age ten with liv- 
ing mothers (see Figure 1.2 in Chapter 1). 

Even when the mother survives, pregnancy- 
related complications can cause death and disability 
to her children. Each year an estimated seven mil- 
lion infants are born dead or die within a week of 
birth because of maternal complications, poor man- 
agement of labor and delivery, and the woman’s 
general health status before and during pregnancy 
(WHO 1989a). Furthermore, millions of children 
who survive a difficult delivery suffer later from 
impaired physical and mental development. Each 
year, more than two million infants die or are brain- 
damaged due to oxygen deficit during delivery 
(CAMHADD 1990). 

In developing countries, an estimated twenty- 

Afour million low-birth-weight babies are born every 
_ year. These babies are five to thirty times more likely 
to die during their first week of life than babies of 
normal weight (WHO and UNICEF 1992). Key 
causes of underweight newborns include the 
mother’s poor nutritional status (short stature, low 
pre-pregnancy weight, inadequate weight gain dur- 


Figure B.3: Medical causes of maternal deaths 
in developing countries 
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ing pregnancy, and anemia), hypertension, malaria, 
and other infections during pregnancy. 


Malnutrition 


An estimated 450 million adult women in develop- 


ing countries are stunted as a result of childhood 
protein-energy malnutrition, and iron-deficiency \ 
anemia affects an equivalent number (World Bank 
1993c). About 250 million women suffer the effects 
of iodine deficiency, and although the exact num- 
bers are unknown, millions are probably blind due 
to vitamin A deficiency (Leslie 1991; Tinker 1993). 
The highest levels of malnutrition among women 
are found in South Asia and Sub-Saharan Africa 
(UN/ACC/SCN 1992a). 

Some 40 percent of women aged fifteen to forty- 
nine in developing countries suffer from anemia 
(Figure B.4), compared to 26 percent of men aged fif- 
teen to fifty-nine (WHO 1992c). Anemia in women 
is usually caused by low iron intake combined with 
impaired absorption and depletion of iron stores due 
to menstruation, pregnancy, childbirth, malaria, 
hookworm, and other parasitic infections. Anemia 
causes extreme fatigue, seriously impedes the indi- 
vidual’s capacity to work and learn, and reduces tol- 
erance for hemorrhage during childbirth and 
abortion. 

Iodine deficiency, which is more prevalent 
among women than men, can lead to goiter, and is 
associated with lethargy in women and severe men- 
tal retardation in infants. Iodine-deficient mothers 
have higher rates of fetal wastage, stillbirths, and 
low-birth-weight babies. Vitamin A deficiency, 
which is worsened by pregnancy, causes night blind- 
ness and inhibits the body’s immune response to 
infection. Since Vitamin A also affects production of 
the body’s mucosa, its deficiency thus increases risk 
for some types of infection, including reproductive 
tract infections. 

Causes of malnutrition include inadequate food 
supply, inequitable distribution of food within the 
household, improper food storage and preparation, 
food taboos, lack of knowledge regarding nutritious 
foods, and problems associated with food's biologi- 
cal use and absorption. Females are more likely than 
males to be malnourished because of differential 
food allocation and a failure to recognize women’s 
special nutritional needs. Women of reproductive 
age, in particular, need adequate food to meet the 
high energy demands of pregnancy and lactation, in 
addition to hard physical labor such as farming and 
carrying water and fuel. 
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Despite breastfeeding’s nutritional demands on 
the mother, health experts stress its many benefits 
for both mother and child. For the mother, breast- 
feeding-on-demand (including night feeds) delays 
the return of menses and thus prevents pregnancy 
for up to six months. Breastfeeding may also reduce 
the risk of breast cancer. For the child, breastfeeding 
offers optimal nutrition and protection from various 
diseases. Experts recommend exclusive breastfeed- 
ing (which consists of feeding the child on demand, 
including night feeds) and providing the child with 
breastmilk only (including colostrum—the first 
milk—but excluding water and prelacteal feeds) 
from birth until the age of six months (PRB 1990). 

Social and cultural factors have a strong impact 
on dietary practices. Food taboos sometimes restrict 
women from consuming nutritious, high-energy 
foods during pregnancy and lactation when they 
need them most. Women’s lack of control over fam- 
ily income hampers their ability to obtain nutritious 
foods for themselves and their children, and preg- 
nant women sometimes eat less intentionally for 
fear of having large babies and difficult deliveries. 

Women who are stunted from malnutrition are 
at higher risk of obstructed labor, a life-threatening 
condition that can also lead to fistulae in the mother 
and brain damage in the infant. Poor maternal nutri- 
tion is also a leading cause of low-birth-weight 
babies (WHO and UNICEF 1992). Adequate calcium 
intake to build strong bones before the age of forty, 
furthermore, is important for the prevention of 
Osteoporosis in women’s post-reproductive years. 
Finally, urban middle-income women in Latin 


Figure B.4: Prevalence of anemia among women 
aged 15-49, 1990 
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America and other regions are increasingly suffering 
from obesity—a warning that chronic diseases are 
on the rise (UN/ACC/SCN 1992a). 


Reproductive tract infections and AIDS 


Sexually transmitted diseases and other reproduc- 
tive tract infections (RTIs) have profound health and 
social consequences for women. RTIs account for 
more than half of all infections and parasitic diseases 
suffered by women ages fifteen to forty-four (Figure 
B.S). Women are more susceptible to these infec- 
tions than men. Because RTIs are often asympto- 
matic in women, they are more likely than men to 
experience complications from untreated RTIs. 

Worldwide, about 250 million new reproductive 
tract infections are sexually transmitted annually 
(WHO 1990d). RTIs that are not sexually transmit- 
ted include infection caused by induced abcrtion, 
improper IUD insertion, unhygienic delivery prac- 
tices, childbirth, and such traditional practices as 
female genital mutilation. 

RTIs can lead to pelvic inflammatory disease 
(PID), infertility, and adverse pregnancy outcomes 
such as miscarriage, ectopic pregnancy, stillbirth, 
low birth weight, prematurity, and congenital infec- 
tion. PID also causes chronic pelvic pain and recur- 
rent infection. 

According to WHO, RTIs account for roughly 40 
percent of infertility cases in Asia, Latin America, 
and the Eastern Mediterranean region, and 85 per- 
cent of cases in Africa (WHO 1987). Roughly 8 to 10 
percent of all couples worldwide experience some 
form of infertility, defined as an inability to conceive 
in twelve months of unprotected intercourse, at 


Figure B.5: Infectious and parasitic diseases in women 
aged 15-44 
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some time during their reproductive lives (WHO 
1990d). The most common cause of infertility in 
many developing countries is blockage in, or dam- 
age to, the fallopian tubes. Where rates of secondary 
infertility (failure to conceive again after a prior 
pregnancy) are high, complications due to poor 
management of delivery may be the cause. In a study 
of women aged fifteen to fifty in different regions of 
Cameroon, for example, 3 to 17 percent suffered 
from primary infertility, and 14 to 39 percent from 
secondary infertility (Sherris and Fox 1983). For 
women, infertility can mean divorce, abandonment, 
and social ostracism. 

HIV/AIDS, which is primarily transmitted sexu- 
ally, is spreading rapidly among women (see Figure 
B.6). In Sub-Saharan Africa alone, nearly four mil- 
lion adult women are already infected, and accord- 
ing to WHO nearly half of newly infected adults are 
women. By the year 2000, more than thirteen mil- 
lion women may be infected (WHO 1993c). AIDS is 
the leading cause of death among urban African 
women aged twenty to forty (World Bank 1992c), 
and in the past five years, the number of AIDS cases 
among women in Central America has increased to 
forty times previous levels (PAHO/WHO 1992a). In 
Latin America and the Caribbean, AIDS is spreading 
among women largely because of their partners’ 
high-risk behavior. The same is true in South and 
Southeast Asia, where it is spreading rapidly among 
prostitutes, women whose husbands are infected by 
prostitutes, and drug users. A recent study in 
Thailand found that 19 percent of prostitutes in 
Bangkok brothels and 46 percent of those in Chiang 
Mai, as well as more than one-third of injecting drug 


Figure B.6: Estimated cumulative HIV infections 
in women by early 1994 
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users, were HIV-infected (Ford and Koetsawang 
1991). 

Worldwide, about 60 percent of HIV infections 
result from heterosexual transmission. Women, 
moreover, are more likely than men to contract HIV 
infections because of: 

e Increased likelihood of infection per exposure. 

Women have a larger mucosal surface exposed 
during sexual intercourse, and semen contains a 
much higher concentration of HIV than vaginal 
fluid. Women are also more likely than men to 
have asymptomatic, untreated STDs, which 
increase their susceptibility to HIV infection. 
Greater exposure and at younger ages. Women tend 
to have sex with older men, who are more likely 
to be infected. In addition, social norms that 
require female passivity and economic depen- 
dence on men make it difficult for women to 
insist on mutual fidelity or condom use (WHO 
1993c). Finally, women are exposed to HIV infec- 
tion when they receive blood transfusions to 
combat pregnancy-related anemia or hemor- 
rhage. 
Women’s lower status increases their susceptibility 
to both STDs and HIV/AIDS. Inadequate sex educa- 
tion and harmful traditional practices also con- 
tribute to their higher risk. Women’s lower 
economic status can lead to exchange of sexual 
favors for economic support, which also increases 
their risk. 

Women with HIV run a high risk of passing the 
virus to their newborns and usually die while their 
children are still growing up. Tested at age one, 
between 15 and 40 percent babies of HIV-infected 
mothers were also infected (WHO 1992b). 


Post-Reproductive Years 


The health of adults over the age of fifty is often con- 
sidered only of concern to industrialized societies. 
However, the majority of the world’s 467 million 
women aged fifty and older live in developing coun- 
tries. By the year 2020 one in five women in devel- 
oping countries will be fifty or older. The projected 
250 percent increase in this age group has major 
implications for health care. Developing countries 
in transition face the dual problem of both commu- 
nicable and chronic disease, with implications for 
resource allocation, the appropriate mix of preven- 
tive and curative services, and the protection of vul- 
nerable groups. 

The vast majority of health problems among 
women older than fifty are chronic (ranging from 
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chronic back pain to cancer, cardiovascular and cere- 
brovascular diseases, arthritis, and diabetes). Older 
women also suffer from injuries, mental health prob- 
lems, and, in low-income areas, infectious and para- 
sitic disease. Loss of visual acuity and hearing, 
osteoporosis, malnutrition, and anemia also con- 
tribute to substantial morbidity. Yet treatment of 
chronic degenerative diseases in developing countries 
is often not available or is prohibitively expensive. 

Asa result of urbanization, migration and chang- 
ing family structure, women are increasingly 
neglected in old age. The cumulative effects of a life- 
time of nutritional deprivation, hazardous and 
heavy work, continuous childbearing, and low self- 
esteem leaves them both physically and mentally 
frail, while abandonment and widowhood often 
leave them destitute. 

Because of their tendency to marry men older 
than themselves and their longer life expectancy, 
wornen are more likely than men to be widowed. 
Wi‘h the shift away from the support of extended 
families, elderly women are increasingly left on their 
own. Loss of a partner and living alone may have 
important health implications (including inappro- 
priate diet and inattention to illness) and often lead 
to poverty, ill health, and institutionalization. 

With their increasing life expectancy, many 
women will survive for decades after menopause. 
The decline in ovarian hormone levels after the ces- 
sation of menses leads to alterations in the skeletal, 
cardiovascular, nervous, skin, genitourinary, and 
gastrointestinal systems. Some of the symptoms 
attributed to menopause are actually caused by 
other biological changes and by psychological and 
environmental forces in a woman’s life. But what- 
ever the cause, millions of women develop symp- 
toms around menopause that interfere with their 
capacity to function at home or in the workplace 
(Frankenhaeuser et al. 1991). 

As women live longer, diseases related to the 
absence of ovarian steroids begin to develop. These 
diseases (which include osteoporosis, coronary heart 
disease, and cerebrovascular disease) are chronic and 
require expensive therapy. It is important, therefore, 
both to teach younger women how to protect their 
future health and to provide Supportive measures 
that enable post-menopausal women to continue 
their daily activities. 


Gynecological cancers 


Among women in developing countries, cancers of 
the stomach, cervix, and breast are the most com- 


mon; in developed countries, breast, colorectal, and 
lung cancers are the most prevalent (World Bank 
1993c). Gynecological cancers (including breast, cer- 
vical, uterine, and ovarian) account for 27 percent of 
all malignancies occurring to women in developing 
countries. Although these cancers may begin in the 
reproductive years, it is most common after 
menopause. 

In developing countries, 400,000 new cases of 
cervical cancer are identified each year and 183,000 
women die from the disease (Figure B.7) (Sherris et 
al. 1993; World Bank 1993c). The highest rates of 
cervical cancer are found in East and Central Africa, 
the Caribbean, tropical South America, and parts of 
Asia (Meheus 1992). Women who have multiple 
partners or whose partner is promiscuous are at 
highest risk for cervical cancer, which can usually be 
cured if detected early. In developed countries, wide- 
spread access to screening tests using cytology (Pap 
smears) and to treatment has substantially reduced 
disability and death due to cervical cancer. 

Each year, about 229,000 new breast cancer cases 
are detected in developing countries, and 158,000 
women die from the disease (World Bank 1993c). 
The risk of developing breast cancer is related to age 
at first pregnancy, menarche, and menopause, but 
dietary and other factors also play a role. Because the 
causal factors are not well known, strategies to pre- 
vent breast cancer remain unclear. Where appropri- 
ate treatment is available, however, early detection 
through physical examination of the breast or mam- 
mography contribute to an improved prognosis. 

Deaths attributed to lung cancer are relatively 
low in developing countries and occur predomi- 
nantly among men. But with women smoking more, 
deaths from lung cancer are expected to rise. About 
S to 7 percent of women in developing countries are 
currently smokers. In a handful of countries (Bolivia, 
Brazil, Nepal, Papua New Guinea, Swaziland, and 
Turkey), more than half of all women smoke (WHO 
1992c). Smoking has deleterious effects on repro- 
ductive health (earlier menopause, cervical cancer) 
and also contributes to the development of chronic 
obstructive pulmonary disease, bronchitis and Car- 
diovascular diseases. Exposure to cooking fires and 
second-hand smoke also contributes to lung cancer 
in women. 


Cardiovascular and cerebrovascular diseases 
In developing countries among women sixty-five 


years of age and older, cardiovascular diseases, 
including ischemic and hypertensive heart disease, 


and cerebrovascular diseases, are the leading causes 
of death (World Bank 1993c). In China, where these 
diseases account for half of all deaths, women are 
more likely to die from them than men. With the 
increasing adoption of such risk-producing behav- 
iors as smoking and alcohol consumption, the inci- 
dence of cardiovascular disease is likely to increase 
in developing countries. Obesity, too, may increase 
the risk of stroke among women and measures to 
prevent cardiovascular diseases include control of 
weight and hypertension through diet and regular 
exercise (DiPietro et al. 1994), 


Diabetes 


While the prevalence of diabetes appears to be low 
in most developing countries, it is becoming more 
prevalent in urban areas of Asia, the Middle East, 
Latin America, and the Caribbean. The increase in 
the incidence of diabetes is associated with adoption 
of a diet high in sugar and fat, and lack of exercise. 
Diabetes is listed as a major factor contributing to 
death in thirteen of the eighteen Latin American 
countries and six of the ten Caribbean countries 
(Sennott-Miller 1989; Young 1993b). It is a major 
risk factor for cardiovascular disease, blindness, kid- 
ney damage, and damage of lower limbs. In many 
countries, it is more prevalent in females than in 
males Jamison 1993). Measures to prevent diabetes 
include avoidance of obesity and regular exercise. 


Undernutrition 
Chronic undernutrition is common among older 


women in Latin America, the Caribbean, South Asia, 
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Figure B.7: Estimated number of new cervical cancer cases per year, 1985 (thousands) 
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and Africa. In both rural and urban settings, years of 
childbearing and inadequate nutrition cause 
chronic undernutrition and anemia in women, 
which continues into the post-reproductive period. 
In addition, many older women have inadequate 
intake of protein, vitamins, and minerals, dehydra- 
tion is common, and anemia (caused by a history of 
marginal nutrition coupled with closely spaced 
pregnancies) is severe among low-income groups 
(UN/ACC/SCN 1992a). 


Osteoporosis 


Worldwide about 10 percent of women over age 
sixty have osteoporosis—bone loss that results in 
pain, disability, and increased risk of fractures. 
Because bone loss rises sharply after menopause, 
osteoporosis is most common in older women. It 
appears to be linked to decreasing hormone levels, 
lack of calcium in the diet during younger years, 
inadequate exposure to sunlight, and inactivity. 


Osteoarthritis 


Post-menopausal women and those who have expe- 
rienced repeated trauma to the joints are at particu- 
larly high risk of osteoarthritis. As this degenerative 
disease progresses, it causes pain, swelling, and stiff- 
ness of the joints. Osteoarthritis restricts a person’s 
ability to perform routine activities and is therefore 
especially debilitating to elderly women living 
alone. Treatment consists of palliative measures 
such as avoiding vigorous activity, weight reduction 
for the overweight, and pain-relief through medi- 
cines (Harrison and Wilson 1991). 
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Additional Health Problems 


Gender violence, mental disorders and certain occu- 
pational and environmental hazards have a dispro- 
portionate impact on women. The health sector 
must identify these problems as health issues, help 
to quantify their prevalence and impact, promote 
preventive measures, and provide appropriate treat- 
ment for the medical conditions that result. 


Gender violence 


Violence against women (including physical, sexual, 
or psychological harm) is endemic in almost every 
society and is a significant cause of female morbid- 
ity and mortality. Violence can lead to psychologi- 
cal trauma and depression, injuries, STDs, suicide, 
and murder. Conditions resulting from rape and 
gender violence account for about 5 percent of the 
world’s total disease burden (World Bank 1993c). Yet 
in many societies, violence against women is largely 
ignored or is even condoned by community leaders 
and policymakers. Laws that do not recognize gen- 
der-related violence as a problem sometimes serve to 
sanction it (Heise et al. 1994). 

Of women surveyed in various countries, 
between 20 and 60 percent report that they have 
been beaten by their partners (World Bank 1993c). 
In developing countries, gender violence is a signif- 
icant cause of injury and ill health. A study in 
Alexandria, Egypt, found that domestic violence 
accounted for 28 percent of visits to trauma units 
(Graitcer 1994). In Papua New Guinea, 18 percent of 
urban wives reported having received hospital treat- 
ment for injuries inflicted by their husbands, and 67 
percent of rural wives reported that they had been 
beaten (Bradley 1988). 

The physical aftermath of wife-beating can 
include death, broken bones, internal injuries, mis- 
Carriage, and cuts and bruises. Battered women who 
are pregnant are twice as likely to have a miscarriage 
and four times more likely to have a low-birth- 
weight baby than other women (World Bank 1993c). 
Psychological sequelae include fear, anxiety, fatigue, 
sleeping and eating disorders, and post-traumatic 
stress disorder. About one in three battered women 
suffers major depression—which leads some to alco- 
hol and drug abuse (Heise et al. 1994). Suicides stem- 
ming from marital violence have been reported in 
diverse cultures, and spousal homicide is often pre- 
ceded by a history of physical abuse. 

In India, young brides are sometimes abused and 
killed if their families fail to meet demands for addi- 


tional dowry payments. Dowry deaths usually take 
the form of setting the woman on fire and claiming 
she died in a kitchen accident. In urban Maharastra 
and greater Bombay, one in four deaths to women 
aged fifteen to twenty-four are attributed to “acci- 
dental burns” (Karkal 1985). 

Reliable data on the incidence of rape are diffi- 
cult to obtain, as many rapes go unreported. Among 
women aged eighteen to twenty-one surveyed in 
five countries, between 8 and 18 percent reported 
that they had been raped (Heise et al. 1994). Studies 
indicate that the majority of rape victims know their 
assailants, and that at least one-third of rapes are per- 
petrated against girls aged fifteen and younger (Heise 
1993). In wartime, mass rapes have been docu- 
mented in many countries (Heise et al. 1994). 

Rape and sexual assault can cause both physical 
injury and profound emotional trauma. Studies 
show that rape victims are more likely to attempt 
suicide and experience major depression and other 
mental disorders than non-victims (Heise et al. 
1994). Traumatic consequences—including sleep 
and eating disturbances, feelings of anger and self- 
blame, nightmares, inability to concentrate, and 
sexual dysfunction—can endure for years. Rape 
victims also face the risk of unwanted pregnancy, 
STDs, and HIV/AIDS. In many societies, the social 
stigma of rape leads to beatings, ostracism, murder, 
and suicide. 

Child and adolescent sexual abuse also has 
severe, long-term psychological effects, which can 
be manifested as physical complaints (such as 
chronic pelvic pain, headaches, asthma, gynecolog- 
ical problems, and gastrointestinal disorders). Early 
sexual victimization may also leave women with low 
self-esteem and make them vulnerable to further 
assaults, including rape and spousal violence. Some 
studies have found a link between early sexual vic- 
timization and excessive drug and alcohol use, 
unprotected sex with multiple partners, prostitu- 
tion, and teenage pregnancy (Heise et al. 1994). 

Violence against women constitutes a Significant 
drain on health resources. Two studies in the United 
States found that women who had been raped or 
assaulted had higher health care costs and more 
physician visits than nonvictimized women (Feletti 
1991; Koss et al. 1991). 


Mental disorders 


Overall, mental disorders are more prevalent among 
men than among women. Men are much more 
likely to suffer from alcohol and drug dependency 


and epilepsy than women, but women have higher 
rates of depressive and post-traumatic stress disor- 
ders (World Bank 1993c). Studies from thirty-three 
countries around the world found that the preva- 
lence of mental disorders among women ranged 
from 6 to 35 percent, compared with 2 to 31 percent 
among men (Paltiel 1993). Although women are 
more likely to attempt suicide than men, however, 
more men die from suicide than women (Paltiel 
1993). 

Among women of reproductive age in develop- 
ing countries, neuropsychiatric problems account 
for 12 percent of the disease burden—half due to 
depressive disorders. Suicide accounts for an addi- 
tional 3 percent of deaths among women in this age 
group—more than are caused either by respiratory 
infections or motor vehicle accidents (World Bank 
1993c). Because of its persistence, recurrence, and 
interference with well-being and performance, 
depression is the single most serious mental problem 
for women in every age group (Paltiel 1993). 

Social, cultural and biological factors that con- 
tribute to mental health problems include: sexual 
abuse, rape, beatings, sexual harassment, fear of 
unwanted pregnancy, infertility, fear of STDs and 
HIV/AIDS; women’s double work burden (inside and 
outside the home); low social status and gender dis- 
crimination; postpartum disorders, menopause and 
life changes associated with increasing age. 


Occupational and environmental health problems 


As part of the formal labor force, women are increas- 
ingly exposed to unsafe conditions, (including toxic 
chemicals, radiation, excessive noise, extreme tem- 
peratures, accidents, and violence). Women in for- 
mal employment work mainly in industries where 
working conditions are poorly regulated such as tex- 
tiles, footwear, food production, electronics, and 
handicraft production. In industries where wages are 
low and employers value women for their dexterity, 
patience and docile nature, the workforce is almost 
entirely female. Where the proportion of women- 
headed households is high (as in most megacities in 
Latin America), women’s dependence on their own 
earnings prevents them from negotiating for better 
pay and working conditions. Women are also more 
likely than men to work in small enterprises that 
lack the equipment and expertise to protect workers 
from workplace hazards. 

In workplaces with inadequate safeguards, 
women workers are at risk of life-threatening injuries 
and chronic diseases. They may become partially or 
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permanently disabled due to back pain, the physical 
Strain of repetitive tasks coupled with fast work 
speed, eye strain from close work, and deafness from 
excessive noise. Mexico’s “maquiladora” assembly 


plants, which employ thousands of women, require 


long hours of detail work in unhealthy working con- 
ditions, including inadequate ventilation and light- 
ing, poor sanitation, excessive noise, unsafe 
machinery, and exposure to toxic chemicals. 
Electronic assembly workers report a loss of visual 
acuity, and textile workers complain of pulmonary 
problems, dermatitis, hand injuries, and chronic 
back pain (Hovell et al. 1988). Exposure to toxic 
chemicals can cause cancer, dermatitis, miscarriage 
and birth defects. Women may be particularly sus- 
ceptible to some toxic chemicals for biological rea- 
sons (Rovner 1993). 

Most women in developing countries are 
employed in the informal sector as food vendors, 
petty traders, servants, launderers, beer brewers etc. 
These are low-wage positions with no security or 
fringe benefits, and women workers are generally 
too poor to purchase adequate health care or invest 
in protective clothing and equipment. Illiterate 
domestic workers and housewives who cannot read 
labels on toxic cleaning agents are at particular risk 
for poisoning. Women laborers and domestic work- 
ers also face the risk of sexual harassment, rape, and 
accidents. Commercial sex workers face many 
health risks, including RTIs, STDs, HIV/AIDS, vio- 
lence, and unplanned pregnancy. 

Among women farmers, the main cause of poor 
health is heavy work and multiple responsibilities 
within the household. Rural women’s physical exer- 
tion, low status, and lack of control over resources 
affect their nutritional status, time available for 
leisure, health-seeking behavior, and general health 
status. Women employed in agribusiness and large 
farms are also exposed to large quantities of pesti- 
cides and fertilizers, often without appropriate safe- 
guards. 

Traditional women’s tasks such as tending cook- 
ing fires and carrying water and fuel, also expose 
women to increased health risks and injuries. A 
study in India found that rural women cooking in 
poorly ventilated huts were exposed to a hundred 
times the acceptable level of suspended smoke par- 
ticles—six times higher than other household mem- 
bers (Chatterjee 1991). Excessive smoke inhalation 
causes acute respiratory infections in infants, 
chronic obstructive lung disease and cor pulmonale 
(right-sided heart failure) in adults, and such adverse 
pregnancy outcomes as low birth-weight and still- 
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births. Studies in China and India found that up to 
half of adult women (few of whom smoke) suffer 
from chronic lung and heart diseases (Smith and 
Youcheng 1993). A study in Tienjin, China, found 


- “A 
that women living in urban slums who had long- 
term ure to coal burned for heating and cook- 
ing had higher rates of lung cancer than other 
women (Young and Bertaud 1990). 


:” 


Annex C. Recommended 
Interventions for Women’s Health 


and Nutrition 


The following chart shows measures that commu- 
nity health workers, health centers and hospitals can 
take to improve women’s health and nutrition. 
Many of these interventions need to be reinforced at 
different levels of the health care system in order to 
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maintain continuum in service delivery. This sec- 
tion also includes policy issues with direct and indi- 
rect consequences for women’s health. Finally, it 
provides guidelines for messages targeted to the 
community and to health personnel. 


uUoQeBTUNUTWIOD 


OIpel 0} ssaddy - 
apryaa 
yodsuey AuaSiowy «C- 
sysod wyeay] - 
ypealyno 
Joy SHUN YATeay aqow - 


(aed feusayeur 
JO}J aINPNseyul Japun aac) - 


sysod yyeay{ - 
siajuao YyyNOZ .- 


sysod yyeax] 
(sa0tAas YyTeay Jay}0 pue 
UOHeZTUNUIUT JO} YdeaI;NO) 


sqUN yyTeay aTiqoyw - 


a) 
-* 


SUONIOJUT PIOXO} snuezay- 
sajeos BuryZiay, - 

Spreo Yieoy [eUINIEY - 

snyeredde 3uyjsa} ainssaid poojg - 
Seale STWapus U! sja[qe} [PURTeUUYy - 
qh Sey pus ual - 


(aed [eusazyeul 10J 


yuawidmba pue sayddns Japun aac) - 
saaydaoriuo;} - 

sjuswiajddns pooy - 

SPIQES SIE[O} pue uo - 


(uouy ‘auTpor 


“yY UTUIe;IA) SJUSLNUOIONU [eUassZ - 
sjuauaiddns poor - 

spies Suljasunoo pure yMOoID - 

safeos BuryZiay,- 


S9SVISIP POOUPIIYD JOJ sauTsovA 


yuauidinbyg pure satjddng 


[@Aa] JayIOM YIeey AyTUNUTWIOD 


a8e aatpnpaidal 


jO UaWOM UO JajsIZa1 B BuTUTeyUIEY - 
SIP] YHIq ayes Buyuyequrey, - 


Zulpaayjseaiq pue 


Zupeds ppry> uo uawiom yreuSaid Burjasuno> - 
Aressadau sv sjeuejewque Zurpiaaig - 


(Sutpaa|q ‘uorstA 
peiiniq ‘ewapa) AsueuZaid ur suBis 1a8uep 


YIM UsWIOM Buluajaz pue BurztuZooayC- 


4ajUa> Y}Teay 2y} 0} UsWIOM payslnouwlspun 


Ajaiaaas Buuiajar pue uoyuynu BuroyUop, - 
UOYEZTUNWIUT pIoxo}-snuejza} BUIPIAGL - 
$39]Qe} a7e[O} pure uo Burpraoig - 


uoyLIyNU puke azed [eyeuaid 


ayeudoidde uo uawiom jueuZaid Buyasuno> - 
uswioM jueuSaid BurAjQuapy - 


sjUadsajope 
ared ayetidoidde 103 way} 
sjUaosajope salpe 


(asn 3nip pue 
Xas papajoldun ‘joyoore ‘Bupjouls) JO1AvYyaq 


S[113 yuadsajope jo 
s[113 spremo} saorqoeid 
JenUalayIp [NyULTeY JayIO pue uoHeyNu 


warpipp 
[413 ajqesautNa yoeal 0} uOyeyUaUIa;ddns 


uoyLynu 100d 
jo saouanbasuod pur syueuraitnbar [euouynu 


(syjuoUl 9 4s1Y) syuesUT aTeuI pure afeutay J0j 


SesvasIP POOUPITYP JayIO pue sUOIpazUT 
Aroyendsar aynde ‘eayuetp jo yuamaSeuepyy , 
aZe1aa00 uolezTunUTWT , 
:0} preZar yyM Uap 113 0} sadtasas 


UI SQS SuLuajar pue ZurztuZosayC- 
Zulajal pue syuadsajope yueuZaid BurAyuapy - 


Ayjenxas 0} sadtasas aaydacesyuoo Burpiacig 
BuTye}-YSU PIOAe 0} syuadsajope Buljasuno> 
Spaou [eUOTPIYNU ay} UO dI[qnd ayy BuyeoONpyZ- 
[equa’s afeuras yo Butz10dai pue uogIuZosay_C- 
JUSLYNUOGISIU pue pooj jo ZunaZiey- 


,S[113 uo Zutjasunos pue ZuuOyTOUI YYMOID - 


Zulpsayjseaig aAtsnpoxe jenba uo Burjasuno-) . 


yayeay 0} ssadoe [enba aptaoid 03 yoealyno - 


ZuTurel], JJeIS Pur Sad1AIaG a8eis a[AD 25r] 


MED [Heualg 


:s1¥aX aayonpoiday 


76 


aouads3jopy 


PoouPID 
pue Aduejsuy 


UOHLANA pue yRPeP{ S,UVWIOM IOJ SUOTJUSAI9}UT PpepusuIWIoOs3sy “Dj xouuy 


sal[Mue; Joy} pue 
uoyjdaoeijuod jo spoyjyeul 13430 
SLL peytwsue.y-Alpenxas-uou 


(siauped jenxas jo 
Jaquinu ul uoTPNpa ‘suIOpuod jo asn) ss 


siaupyed ay} Jo 3utjasunod pure sisouZerp 


SPY YuIq aes - 
sulopuoD - 


S[LY JO juauRay Joy soNOIQHUY - 


(SLLY) suoppazur eI 


sysod yyeax] - 


uoQeoTuNUTUIOD 
suoljeot|{ duo 


suoljeot;duio 


uogeorun unc 


WIOqMaU Jo are pure Zurpeay}seaiq 


yodsuey AouaZiowyZ C- Araatjap 


anprijsesjuy yuawidinby pue sarjddnsg 


° [®Aa] 1a24I0M YWeeYy A}TUNWUIOD 


sjuaiyed sqry pue aayisod AH Bulesuno> - 
pue swopuod jo a8esn palo) uo BuljasunoD - 


yuaaaid 0} saotpeid yyigq ayes jo uoydopy - 


quaaaid 0} JOIAeYaq [eNxas ayes uo ZuljasunoD - 
pue sq.Ls yim suosied jo uoyeoyyou Jouyeg - 


aalpnpoldal jo [ellajal pue uotpayep Ajreq_- 


uolioge ayesun jo siaZuep uo 3uljasuno> - 


OIpel 0} ssa00y - 
(wodsuey SulLiajal pue suoiioge aja[duioout 3urjd939q_——- 
pezrueZio Ayrumumuoo (saaydaoesyu0o spoujeul 
SapNnpPul) sponyoa [elo pue swiopuod “3a) saaydacesqu05 aatydaoesjUOd. UJapoul puke [eUOTIpey jo aSuel 
yodsuey AuaZiowyz - ayeudoidde jo Ajddns ayenbepy .- apIM & UO SadIAlas puke UOT}eULIOJUI BuIpIAaIg - 


winyedysod yym siayjou Sutuajay- 


OIpel OJ ssHOOW - (uinPyTeo (ssaosqe yseaig ‘Sulpac|q ‘12A9}) 

apPTyaa ‘ayeoy ‘uoI “Wy uTUeWA) syusuazddns suoljeorduros winyredysod Joy ZutsoyUOp,- 
yodsuey AuaZiowy - yuatynuoiony ‘syusuzjddns pooz - (sttid 
sysod yyyeozy (stttd Ajuo-upsaZoud -8:a) spoyjawt 3urmueyd Aqrurey 

ypealjyno Ajuo-uyjsaZoid pue suiopuod *3°a) pue Zutpaajjsealq aatisnjoxe uo Zuyjasuno> - 

JO} SAAIIS YIesy aiqowl - saotaap aatjdaoe1quoo ayeudoiddy .- aualsAy [euosied pue uoyuynu uo Burjasuno> - 


aAIsNpoXa pue Ajrea uo Burjasuno> 


svale Uegin Ul SaLiaAlep Jaye sujoqmau pure siayjour 3uoyUOp,- 
[euliou 103 sjeyidsoy (a8eysioway wnyedysod 
jO apisyno uoyeoo] Alaalap ‘Pioo 34} jo asdyjoid ‘uonemp simoy Z] 
apraaid 03 Jayuso Buryyig - wey} a10Ul jo sauBIqUIAU jo aInydnd 10 JOqeT) 
ny Ayusayey, - suo}eoyduios yyiq Suusayar pue Buypojaq - 
sapATSp QPL YHIq 
[euLiou 10j wool Alaaqag - SW YNIG ajes - ayes) Aiaatjap Butinp saorpeid stuarBAy Susy - 


Sanss] U2} I39UIO 


:s1e3aX_ salon poiday 


uoIHoqy ayes pue 
AdueuZei1g peyuemuy, 


:sIvaX_ satpnpoiday 


armed winyred3sog 


‘sIe3X_ aatpnpoiday 


areD 
Areata pue 10qey 


‘s1¥3X aatpnpoiday 


Sutures], Jeg pure saoralag a8eis afoAD ayr] 


77 


asnge Snip pue joyooye ysure8e Surjasuno> 
USUIOM jsuTeSe aoua]|OIA punoze 

uorpe AjuNUIWOD pur uoTssnosIp BuIzATe}e> 
BUIIOIA J3yjO JO 

oysawop 3sa83ns satn{ur asoym uauloM Jayal 
pure aztudooal 0} siayJOM Yyeay Buyeonpy 


(sdnoi3 
yoddns djay-jjas Surpnyour) 
a0UalOlA Sysawop 

‘ JO SUNTPIA 0} BuTasuNOD 
apraaid 0} sdnoiZ ywoddns 


UsUIOM 
suleZe aouajoi, 


:sa8e [Ty 


UaWIOM III ATfeurusa} 
Joy ared auloy pure sainseoul aatjeryeg 
(ast1exa ayenbapeur ‘joyoore 

‘SuPjowls) uawiom Japjo Surjaye saseasip 
Ul SIOPLY SL JO sdueploAR uo BZurjasuno> 
ered Zulsinu awoy Surpnyout ‘uoyedionred 
A[Turey UO sNd0J Y}IM UaWIOM Jap]o Jo are> 
uoI}Iynu 

ayenbape uo uaulom saplo 8urjasuno> 


USsUIOM pase I0j 
Sont|Hey aed Sulsinu-owiopy 


snyeiedde 3urjsa} ainssaid poolg 
suodnos pure sjuauiajddns pooy 


sivay 
earn poidal-qsog 


a8eis a[AD agr] 


juauidinby pue sarjddng Sutures] jJe3¢ pure sad1asas 


[99] J9410M YReey A}yTUNUIWIO> 


78 


sjUadsajope 
aatpe Aljenxas 0} 8utjasunoo 
aatydace1quoo Butpiaolgy 
aejanbas 

Jo suoijeojduioo Zutuayar 

pure sqis 3unjea13 pue Burypejaq 
$13}U39 UOIPIppe-ap 0} [eLajal 
pure (asn 3nip pue joyooye 
‘Zuryjouls ‘xas pa}a301dun) 
Joyaeyaq Supye}-ysu 

PIOAR 0} syuadsajope Buljasuno> 
s[113 Juadsajope jo 

spaeu jeuoniynu uo Zuljasuno> 
sjUadsajope Ul suoT}eo1[du09 
uolyoge ZuLajal Jo ZurZeueyy 
(YZI9aM YyWIq MoT ‘Uotyododsip 
dtajed-oyeydan ‘uotsuayiadAy 
peon pul-AsueuSaid) 

AdueuZaid yuadsajope 0} dyIDads 
sula[qoid Sutiaja1 10 Sui8eueyy 


(uoTpOge ayes 
pue ared [eulayeul 103 yuouidinba 
pue satjddns sapun aac) 
saAtydaorlju07 

sjuaulajddns poo 


S}219e} a7e[0} pue uo] 


(uoTpOge ayes puke ale feulajeul 
Joy aINPNseyul JapuN 39G) 
$J9jUa9 Yea} 

siayuao yyNOX 


aousds3zj0py 


s]113 
SpIeMo} saotpeid [eualayip 
[nyuLey Jay30 pue uoHelyNuT 

[eywua3 afeursy jo Butyodar 
ydwioid pue uoytuZosayy 
uoT]LyNU 

100d jo saouanbasuo: pue 

PINy> ja13 ayy jo syuautatnbar 
euolnjuynu uo Zutjasunos 

pue Zuuojuoul yyMal5 

Uap] [A183 ajqesauyNa yorar 

0} sjuawa|ddns yuauynuoimnu 
pue poos jo 3unjaarey, 

(syjuoU! xIs 4sI1j) syueyUT ayeur 
pue ajeuiay y30q jo Surpaayjseaiq 
aAIsnyoxa [enba uo Butjasuno> 
Soseves}p POOUp|ip 

Jayj}O pue suorpazut Arozestdsar 
aynde ‘eaylieIp jo juowaSeueypy , 
a8eviaao0d uoyezunuNy , 

:0} preSar 

YM UaIpPTyp p13 0} saotasas 
yifeay 0} ssadoe enba Zutinsugq 


Saseasip POOUpyTIyD JoJ saulsoe, 
(aUIpoy “y uyuteyA) 
sJUaLINUOINW [eyuassy 
syuauiaiddns poo, 

spied Zuljasunoo pur yoy 


sapeos BuryZiay, 


$Jajuao YyIeaP{ 


pooypilyD> pue Aouesuy 


a8eyg afoAD ayry 


yuauidinby pure sayddng Sururely Jyejg pure sad1alag 


[PAI] JaJUID Yea 


79 


UOIVeOTUNUIWOS OIpey 
apryaa Hodsuez Adua8iowy 
$19}Ua9 YyyeaH] 


UOTFEOTUNUTWIOS OIpey 
aptyaa Wodsuelz Adue3iowq 
sisdas y}IM usuIOM yueUsaid 

JO} WOOL JOR] ayeredas 
SaLaATjap 
[euliou 10} woo1 Alaatyaq 


UOIZeOTUNUIUIOD OIpeYy 

apryaa podsueiy Asua3iawy 
ered JeuOTNzIysUT 

peou Aeur pue suoreottduios 

JO} YSU ye ale OYM UsUIOM JeINI 
Jo} souioy Bunjrem Ayrusiazeyy 
siayuao Yeap 


SOHVOIQiUe 

pue spiny snouaariju] 
‘uolydaoesqUOD 

jeorZins 10} yuowdinby 
WINIDTed ‘aye[oy ‘uo ‘syue|dun 
‘y urweyz, ‘syuawajddns pooy 
(sani 

pure ‘sapiomuads ‘sjue;dun 
‘sajqepalut ‘stjid Ajuo -uysa3oid 
‘su3erydeip ‘swopuos) sao1laep 
aaydaoeljuoo ayeudoiddy 


SD1ID0}AXO 

sotjoIqiyue 

pue spiny snouaaesjuy 

loge] pasuojoid 103 

sdao10j pure 10;e1}xa UINNIeA 
Araatjap 

[eULIOU 1OJ yD S1139}sqoO [eIJUassy 
weizoyey 


(uoTJeuTUTexa [OO}s ‘UOTyeUTUeXa 
auun Joy syxouysdip ‘sytydAs 105 
uoljeutuexa [es1Zojoras ‘BurdAy 

yy pue Zutdno13 poojq ‘juno 
pooyq ajajduioo ‘uoteunsa 

QH) uoyeuturexa jeyeuaque 

Joy yuauidinba Aroje10ge] 
(soatyepas ‘speuejeultjue 
‘soorqijue ‘uel}xap ual) s8nip 
[eyuassa pue spiny [erajuareg 
snyeredde 3u1jsa} ainssaid poojg 
suolpalut proxo}-snueja], 

$}2[Ge} 9}e[0} pu uo] 


UOWEULIOJVT 

Sulpsajjseaiq pure (2uTuueld 
Ajrurey Ternyeu pue ‘uoreziyu9}s 
‘sqid Ajuo-urjsa8oid ‘syuejdun 
‘saqepalut ‘sqn] ‘spoyyour 
Jalueqg) sac1Alas pue Zuljasunos 
aAtjdadeijuod BuIplAoly 
(stziqajydoquuoiy} ‘a8eysioway 
Arepuooas ‘sisdas [e1adiand) 
suoyeoydwios wnyedjsod 
Zuluajal pue Burseurypy 
Jayjow 10} sdnysay9 
winyiedjsod Zutjnpuo> 


uJOgMauU ay} JO 

aiv> pue Zulpsajjseaiq sAIsnjoxe 
pue Ajiea uo Zurjasuno> 
A1aaljap Jaye SUIOqMoau 

pure slayjour 3utsoj1U0/] 
yuauljeal} 0} Zurpuodsal jou 

jl [eliaja1 }dwoid pure (eyuaord 
poutejal pue ‘eisdureysea 
‘a3eyiioulay winyredjsod) 
suonje1|dwios ZurZeueyy 
SaLdAl[ap suTyNoI ZutoNpuo> 


[aaat 

[eLajal }SIIJ By} 0} saToueUZaid 
su-yZry ym uswi0M Burlay 
sawioy 

Surjtem Ayusayeur Zurseuepy 
ADueuZaid ut suSis 1238uep 

pue auarzAy ‘uoniynu 3urpnypout 
aied-jJas [eyeuaid uo Buljasuno> 
uoljeziunuuT 

Pploxo}-snurja} ZulIprAoig 

SCLS 

BuIpnpoul suorpeasul pue ‘eruaue 
JO} [eLajal pue yuouIa3euew 
‘Butusaids feyeuaid Burpracig 


ase winyedysog 


"s1¥aX aayonpoiday 


areD Alaatjaq pue s0gey] 


$183 sAtpnpoiday 


areD jeyeuaig 


‘s1¥3X aatpnpoiday 


80 


Suturely yeas Pure sad1Alasg 


quauidinbg pur satjddns 33e3¢ a]2AD 25T] 


[PAZ] JayUID YIYeIH 


sajpoou Suureys pue asn 

8n1p jo sia8uep uo 3uljasuno> 
(syno-490}s 

‘syou} JsuleZe) yuoweSeueu 
Ajddns 3nip quey131, 

vale ay} Ul (SCV 3urpnyout) 


SCLLS JO aouafeaaid au} 
ssass¥ 0} Ssla}si8a1 ButuTeyurepy 
(siouyred [enxas jo Jaquinu 
Ul UOTPNpa ‘suUIOpUOd Jo 
asN) SIS wWeaaid 0} Jo1AeYyaq 
]enxas ayes uo ZuljasunoD 
SALS 
uolneoyyou (stjtydAs 103 3uysa} ‘sqems YM syuatyed jo Zulasunos 
Joupred aayoajja ainsua 0} [eryjoin pure [eorasao ‘jeursea pure jusulje01} ‘stsouZeIp 
Zuyiodai pajreyap pure sjauueys ‘Ba) sQ.LS Surpnypout sT Ly Joy uoeoyjou Jaupeg 
UOeOIUNUNUOS USI C- JO} Sa} 0} yUaUIdmmba Aroyeloge] - (OHM Aq pepueutuiodal 
Aiaarjap poods 0} (sasnoyarem swopuo> - S®) SQLS JO sisouSeIp stwo1puss - sanss] Y3P2e} 12UIO 
uOyNQLysIp alioul) s8nip S[LY JO qUouljzeaI} 
jO UOINGLIYSIP pezTeijusoag,«- SLLY JO JUauzead} JOJ sONOIquUY - yduioid pue uonpayap Ajieq_- :s1vaX satpnpoiday 


SddIAlas Buljasunoo 
uoroge-ysod Surpraciy 
SUOIHNOge Ja}SaUILI} ISI 
Joy uonertdse wnndea wWo0j1ed 
0} slaptaold aotalas Sutures], 
(Juaulade|dai pin pue 
(aBeysowlay 410J) s91I90jAXO - ‘soyoiquue ‘uoieidse wnnsea 
(yPoys 10J) spiny ferayuseg - [enuew YIM) suoTyeot]du0s 
(suoijioge uoryoge Zulseuew 
oydas 10j) soyoIqnuy - pue (uorjesdse winndea jenuew 
ssoyeridse winnoea [enueyy - YM) UOTLIOgGe ajajdwioout 
(sapioruuiads jo JUauTjzeaN} ‘([eBay]_ aay) 

‘squeydurt ‘sarqepofut ed UoIWoge ayes Burplaoiy - uolMogy 

‘SAINI ‘seandacesquoo SOOIAIOS ayes pue ADueuSaig payuemup, 
UOIFBOTUNUIWIOO OIpey - [eio ‘suiZeryderp Zuruueyd Apurey peorutouou 


gptyaa pYodsuey AduaZiowyz - ‘SUIOPUODS) saAyjdaoesqUOD pure yeorurp Surpracigy ‘s1eaX aatpnpoiday 


Pa EISHEICT yuauidinby pue sarjddns Sururely jye}g pue saotasag a8ey¢ afoA>D ayr] 


[PAI] Ja}UIaD YITeaP 


QUdIOIA IIJsaWOp 
JO SWIIPIA 0} Buljasunoo 
aptaaid 0; sdnoi3 yoddnsg 


(1a9ueD 

[eotaiao Ajrea pure eisejdsAp 
B19AVS 4291} 0}) UOTSIOxa dooy 
pue Aderzayj0Aid 10} satyipoey 


(saatsuopadAyyue ‘soijaqeipryue 
‘syuessaidapyue) s8nip [eyuessy 
SIBOUIS 

deg Sunuiojiad 10; yuautdinby 
snyeredde 3u1js93 ainssaid poolg 
suodnos pooj 


yuouidinbg pure satjddns 


ua}eaq aq 0} S2Alasap auo OU 
yey} ajdiouuid aosoyutas pue yin3 
$ WI}DIA a8ensse 0} Buljasuno> 
sy[npe pue 

sjuadsajope Suowe asnge 3nip 
pue joyooje jsureZe Zurjasuno>D 
QoUuaJOIA paseq-JapuaZ 

UO sJayxIOM Ueay Bururesy 


(sayeqeip ‘uorsuayadAy 

‘JQOULD [BOIAII9 *Ba) ApJapya 

ay} JO SasvasIp Jo Juswaseuew 
pue uorpayap Ayreq 

(yseaig jo UOTyeUTUIeXxa 

jeotsAyd ‘reais dey) 1a0ued 
ysealq pure [edIAIad Jo} BuTUaaI9G 
(saatsuayied Ayjue 

‘soyaqeipyue ‘sjuessaidapijue) 
UdUIOM Japjo 10} pequosaid 
ATuoululod s8nip jo s}ajja 

apis pue a8esop ayeudoidde 
jnoge siayx1IOM YyIyeey ZuTeoNpyA 
(asto1axa ayenbapeut 

‘joyooye ‘Burlyouls) usawWIOM Japjo 
ul yuvoyTusis Ajrepnoysed s10;9e} 
ysu ynoge uauiom Zuljyeonpy 
uollynu ayenbape 

UO USsWIOM Japjo ZuTjasunoD 


Zurures], JyeS Pue Sad1AIaG 


[PAZ] Ja}UaD YWyeEH 


UsWOM sUIeZy sUa|OIA 


:sa8e [Ty 


siv3X_ asatpnpoiday-jsog 


a8eig a[AD ayr] 


82 


UOHPOTUNUTWIOS OIpey 
aour;nquy 

sanypey Yue poojg 
S2OIAIIS S1LIja}sqo 

jeorsuns Surpraaid 10} OHM 


Aq papusurwiooal se soljipoey 


SOIT] [eyeuajuy 


uotioge ayes pue 
aie) JeUJOJeUI JO aINpNIysessUy 
speqidsopy 


sjeyidsopy 


ainponijsesjuy 


(21661) OHM 4q 
papusurwooal se yuouidinba pue 


sayddns yeorpow! pue jeorsins 


(aseastp Aoupry ‘sq.s ‘sueday 
se yons swiajqoid yeorpowr 

10} Sutjsa}) UOTeUTWIeXa [eLIajoI 
toy yuouidmbea Aroye10geq] 
(sjues[nAuoorjue 
‘saatsuoNod Ay que 
‘sooiqiuue) sula;qoid 
[eOIpoul JayjO puke suolpassul 
Suyeel} 10} s8nip [etuassy 


are 
2U}24SGO 105 (21661) OHM Aq 
popusurwooal se yuouidinba pure 
‘sayddns yeorpowr pure eorsing 
saatydaoesju0> 
sjusulajddns poo 
$}2]Qe} }e[OJ pue uoly] 


sjuawiajddns 
JUILIJNUOINIW pue poos 
saseasip 


Pooupy|!yo SNOLies YyIM [eap 
0} yusuidinba pue soyoiquuy - 


yuauidinby pue satddng 


UJOGMaU ay} Jo 
aed pue Zulpaayjseaig aAisn[oxa 
pure Aj1ea uo Burjasuno> 
(eisdwiepoa pue ‘yDoys ‘sisdas se 
yons) suo1jestdwuios Asueu3aid 
JO} JUaWI}eAI} [LOIpaw BuIpIAclg 
SOIAIAS BISAY}soUe 

pue soujajysqo jeorZins ZurpiAolg 


sula|qoid yes1peul 
YIM JO su YZIy ye UsUIOM 
Jo} ared jeyeuaid Burpiaolg 


sJUddsa[Ope UI SCS jo aejanbas 
pue suoneorduios Suryjeary 
(sniayn 

payeiojied ‘uotwoge d1yd~as) 
SjUddSa[Ope UI UOT}IOGe paonpul 
jo suolesttduios 3urjyeary 
(Wy3IoM 

yHIq Mo] pue uotyodoidsip 
o1ajad-oyeydand ‘uotsuaysadAy 
paon put Adueusaid) 

Adueusaid yuadsajope 

0} oYy1deds surajqoid Bur3euryy 


s]113 ysute8e saotyoeid 
[eQuasajsIp [nyuey 13430 
pue uoneliynur jeyuad ayeuray 
jo yuawaZeueul pue uoyIUZ0day 
(syjuoul 
9 sly) Ajfenba syuesur ayeur 
pure aeulaj 10} Butpaajyseaiq 
DAISNOXd BuTOWOL J 
Soses? P POOUPITUD 
snollas Jo juowaseuryy , 
uoluynuyeu 
AdAIS JO JUDWaseURY|] , 
:0} pueBai 
YIM UdIPTTyD [A138 0} sadlAsas 
yyeey 0} ssaooe jenba Burinsuq_- 


Bulured] Sd1AJasG pue jye}S 


lQAQ] TPllolIoYy ie 


area Alaatjaq pue 10ge] 


:sivaX satyonpoidsay 


aie [eyeualy 


s1vaX aatpnpoiday 


BUDBISI[OpY 


pooypltyD pue Asuesuy 


a8e¢ apoA>D ayr] 


83 


SUOISNJsUeI} 1OJ 

asn ut Ajayes 10} poojq Butuaalds 
(SUO!PasUT JURISISAI 

UI SOIjOIquUe 0} APAT}ISUAS IO} 
Bursa} ‘SCS 10} Butjysa} anyjnd 
‘reauis deg ‘sqems [eryjain 

pure [eolAlao ‘TeulZea) s] Ty 

JO} 489} 0} yUawdinba A1oye10ge] 


seyidsopyy SLLY JO JUoWyeAaI} JO} sOOIQuUY 


(eBeysIowsy OJ) uOIsnjsuel} 
JOJ Poojq ayes pue s3190}AxO 
(POYs 1OJ) spiny [eloyusTeY 
(suoqoge d1y¥das 10) soHOIqnuy 
SsyUdUINI}suT 

aZeyaind puke u0leze]Ip 
‘sioyeridse winndea [enueypy 
(uoNezI]LIA3s “3a) uoTdaoesyUOD 
yeorgins 103 yuautdinba 
Surpnyout (syuetdurt ‘satqepaluy 
‘S2AtydaoesyUOS eso ‘sui3e1ydetp 
SCN] ‘swiopuod) saaydaoesu0. 
ayetidoidde jo Ajddns ayenbapy 


(sniayn payeropiad jo sredax 
‘AwiopaisysAy) SuOWUaAIOzUT 
jeorsins 1oj sarzipoey 
UOTPOTUNUIUIOD OIpey 


aour;nqury 


(spoyyeoul JaLieq 

‘sjuejdun ‘sajqepatlut ‘sttid Atuo 
-unjsa3oid ‘sqny ‘uotdacesqu05 
[eorins 103 yuauidinba) saotaap 
aAydaorijuoo ayeudoiddy 


smut Suyuueld Aqrurey 
sojulp> wumnyredjsog 


quowidinbq pure satjddns 


SIL y jo aejanbas 

pure suoijeo1|dwioo jo yuaw}Ral] 
aUR}sISaI D1IJOIQIJUe 

Jo} 3u1jsa} puke jo uoWIUsODay 


SLLY paourape 
jo yuawjeal) ayeudoiddy 


Suljasunos 

uotpwoge-jsod Zurpraoly 
(uolyendeAa a8e}s 

OM} pure uoTeidse wnnsea 
pue uoyezeyIp ‘uoyendse 
WINNDeA) SUOIPIOGe J3}S9UIL} 
puosas pure jsiy wWsoj1ed 

0} sIaptaoid aotasas Bururesy 
(quawasedar 

PIny pure ‘sonoiquue ‘eIsayjsoue 
[e1aue3 yzM) suotyoge 

jo suoyeoyduios ZurZeuew 
pue (uonesmdse winnsea 
YIM) UOT}IOgGe a3a]dwWosut 

JO JuaUIyeaI} ‘([e3a_ a1ayM) 
avd UCIWOge ayes Burlpraolg 
SadTAIaS 

aAldaoeIyUOD [eoTUTTDUOU 
pue yeorur[> Surpraoig 


(staqatydoquiomy 

‘a8eytiowsy Arepuodas 

‘sisdas Te1adiand) suotyestyjduros 
winyredjsod Su13eueyy 

SadlAlas pue Zurjasunos 
suruueyd Apurey Burpraoig 

<i e , d 

pue uoniuynu uo Zuljesuno> 


ZuluTel], Sad1AJag pure jye7s 


[aaa] [eLIazey ISM] 


sanss] YiPa}] 139yIO 


"Siva aaljonpoiday 


uoIHOGY 
ayes pue AdueuZaig peyuemuy) 


:s1¥aX aatonposiday 


area) winyredysog 


$188 salpnpoiday 


a8vis a[AD sr] 


84 


JOyoo|e pue s3nip 
0} papIppe ore OYM sjenprAlput 
Joy swreiZ01d juswijyea1} SutTuUNYy 
uolnseasoid 

JO} SUSJOIA dI}saUIOp 

JO aouaptAa [e8a] BurpaT[oD 
asnge 3nip pue joyooye 

jo Spoajjo [NJuULIeY ynoge s3}]Npe 
pure syusosajope 3uljasuno> 
QOUIIOIA JIJseWIOp Jo aAt}so33ns 
saun(ul Wodal pue aziuBooa1 

0} S1ayxIOM YReay ButuTely 


(siayuao aourjsisse [239] 
‘sdnoi3 yoddns-jjas ‘siayua0 
SISUD ‘siayjays “3a) ade1 pue 

asnge jenxas ‘j]nesse suoZiapun 
aAey OYM Sal[fuley JIoy} pue 

UIUIOM JSISSE O} SIBJUID IIAIIS 


UsUIOMA JsUTeSY adUaTOIA, 


:sa8e [TV 


(sa}qeIp 
‘aseasip Weay ‘uotsua}edAy) 


SaseasIp STUOIYD pur (}seaI1q 
Pure [BIAIaD) SI9.Ud YIM Sased 
[euiajal Zuriseueyy aBesopiaao 
jo siaZuep pure s}dajja 


(OHeqeIpHue 
‘ssauaatsuspodAytue) 
AjJapye au} jo saseasip 


sizoued [es1ZojosouA3 Buyees} 10} sBnip feiuassq apis ay} UO UsWIOM BuTyeoONpy 

Suyeal} 10} sates feorsins (Sutusaids 1a0URD UdUIOM 

Ig0ue yseoiq 103) AydeiZounuey Japjo 0} aBesop ya1109 ay} 

feataiso Apres 10} uorstoxa doo} sIvaUs ut s8nip ayeudoidde aquosaid 
pue Adeiay}oAd Joy saijipioey deg Sunuioyied 10; yuauidinby 0} SJ9yIOM YIeay Bururelsy sievaj aatpnpaidal-3soy 


yuauidinby pure satjddns 


Zuyures], saoyasas pue jes a8eyg aAD ayr] 


[aaa] feLIajZay ISII 


85 


aSeusrew 

JO apisjno pue apisul ply sty 0} satytIqisuodsar 
[e8a] pue snwoUOda s Jayj}ey & UO aze[s13a] 

Jopas ayeaud ay} pue sOON YIM sadtAsas 
yyeeay aatpnpoidal paosueuljoo pue uoyesedooo 
Jopas ayeaud pue OON ‘jUeuTuIaA03 ajowo1g 


yyeoy ply pue yeurayeur ajowloid 
0} S}lauaq J3y}0 pue aaea] AyusJayeul aplAoly 

(10qR] ‘uOTyeONpea) sansst 

Qed [PUIaJLU! UO UOIUIPIOOS [eIO~asJazUT aJOWOLJ 
S$J9jUa0 ered pylyo Ayyenb soyuoWw pure ysiiqesq 
aoe[dy10M 3y} ye Surpaayyseaiq aJOWOIY 
uoyeoTUNUTUIOD 

jO sapoul pue podsuel) ‘speor 3utacidun 

Aq siayuao aired yeusayeul 0} AjI]IqQIssaooe asearsuy 
seale [eINI 0} 

peAojdap Ajayenbape are siaptaoid yyeay yey) ainsuq 


yinoA 10} Ajpeadsa siaquao uoTpIppe-ap yst}qeisq 
eqoure 

Pue Od9eqGO} 0} ssadde pur jo BuIsIpaape JII]say 
syuaosajope Suowre uoynyysoid zIqryoig 

a8euseul jo a8e eBay ay} ao10jua pure asiey 

SanssI [enxas UO UOTFeULIOJUI Jseopeolg 

uoyeoN pes J1ay} a3a;dur0 

0} Way} a3eInoous pue BuTOOYSs 1194} anuTyUOS 
0} sji13 yueuSaid moje 0} suoyepn3ar a8uey> 
s]113 yuaosajope Buoure juauTT[oIUa JOoyds aaoidury 


aplyuesUl afeulay pue uolpayas xas 13}aq 
s]Ooyds 

Ul sji13 jo sayel UOTJUa}aI pue JUsUTTJOIUA aacIduT] 
(Sasnjaoj a[eulay YOQe 0} suvaUI e se UOTJEUTULIO}ap 
XS) ISNSIU PIOAP 0} S}s9} [BOIpauT jo asn azein3ay 


yoeduml jou pul yyM sarZayenys Adtog 


saloueusaid 

payuemun juaaaid 0} swresZ01d pue ares yyeay 
aauaaaid 0} sadinosal yey M]qnd ayeso]|y 
SadIAlas UOIJIOGe 

pue uondasesquoo ayetidoidde 0} ssaooe [e832] 
Zurpnyout ‘s}yy3u aatjonpoidal s uawi0M ~a}01J 
[©1}U0D YYIQ UO sadIAlas UOT}IOGe-jsod 
Zulpnyoul juawaseueuw uoIpoge ayes aplAolg 
sjuawasmnbas yuasuoo jesnods Jo snjze}s [e}eW 
JO a8e UO paseg-sUOol}I1}]Sal JNOYWM UIWIOM 
pue uaul 0} sadlAlas 3Atjda0e1qU0D aplAoig 


sjooyps Zururesy Arajtmpru puedxa 10 uadg 
(sjeyidsoy [e11ajal-3s11j 0} suoTze>T]dwI0D 
snollas Jo jUaWa8eueW ‘saAlLmprlul 

0} eIsduiejda pue eyuaoxd pautejal jo 
quawa3euew ‘siayx10M yyyeay A}UNUWIWIOD pue 
sjuepua}e YYIq [eUOI}I pel} 0} SALIBAT[ap suTyNOI 
jo yuUawaZeueW) sfaaa] ayeuidoidde 0} aed 
[eulayeul Burpraoid 303 Ay]Iqisuodsai aye8a,aq 
uaui0OM ZuyepE] pue yueusaid 

‘payslinoulew 0} syuauajddns pooy ya8re], 
syuawiajddns yuarynuosonu apraoid 

O} SUIPO! puke UOI! YM spooy UOUTWIOD AJIWIOJ 
sujeap [ewlayew 

Plooal 0} wiaysAs uorzeI}sI3aI [e}IA YSI]qeysy 


(slayUad adtAsas-17[NW 

‘uoeonpa asi] Ayrurey ‘surerZ01d yoraryno 
Jooyps) sureiZoid y3eay ut uoyedtoed peiyy 
uoIwoge pue 

uoydaceljzuod 0} ssad0e ,syuadsajope aaciduly 
SAd1AlasS AUTULIajap 0} ATTedOT 

Speou UOIyNU pue y}]eay Jadsajope ssassy 


V ulure}A puke aUuIpo! yzIM spooy AjI}I0,5 
sdnoi ajqeiauna 0} satpisqns pooy apraoig 
syreop pue 

SYMIq Joy waysAs UOTyeIYSISAI [eA Yst}quysy 
shoq pur s]i13 y30q 10; 

sadlAjas feutjdo apraoid 03 suresZ01d uo1jynu 
pue yjyeay ply pue yeusayew 97e13aquU] 


sayeooape y3eay ‘sdnoi3 s wauiom ‘siapea] AjytunuTUOS ‘sxa3eueul ures301d ‘ssayewAdto, : 


an3oyeig Ad1]0g 


yedult yap YIM sarBayerjs Ad1Jog - 


aousIpny jae] 


uoljogy ayes pue AoueuZaig payuemuy) 


s1eaX BAN posday 


ared Ayusayepy 


:s1¥3X satnpoiday 


BdUZISIJOpYy 


Pooyp|iy> pue Aouesuy 


a8eyg a]AD ary 


86 


uauI0OM 
Japjo JO azeo ayy Joy (SaotAtas [eorZojoyAsd pue eIDos 
‘Teotpeul) uoyeurpioo> Areurdpstpiayut ayouloly 
Sat[MUey 1194} 0} asop> Aeys 0} udUIOM AjJape a[qeue 
0} (sjTun Sutwicel se yons) Zulsnoy a]qeyINs aplAcig 
uaUIOM Japlo Ayrepnotyred 

‘sdnoiZ ajqeioutna 10} syau Ajzayes [eIDos dojaaaq 

uauI pue UsUIOM Japo 

Apoou 10j aouvinsul yyeay JO ULIOJ aUIOS apIAciy 


saaydaceluoo 

JayjO pue swiopuos uo saynp podul aaoulal /aonpay 
siaptaoid 

yafeey afeutay yYSnory} sao1Alas a1OUl aplAciy 
uoyeTyNW feyua3 spews aBeinoosiq 

s8nip 

snouaaezjut Apernoyied ‘s8nip jo a8esn ay} yqiyoig 
SIDYIOM Xs 10 yusUTAC|duIa sAeUIAIe ApPIAOl] 
squat]> 

Jay} pue saynzysoid Zuoure asn wlopuoo ajoulol] 
Zuljasunoo pue 

yUaulaZeueul CIS 19A00 0} BNILLIND feorpoul saciduy] 


U2dUIOM Jap[o Jo spaau 

dy} 0} paloyre; (sAvys TeyIdsoy yous ‘ares Aep) 
sjepoul ares AyUNUIUWIOD aATFeUIA}e BJOWOL J 
uauIOmM 

Japjo Jo UOIsNpPuUT preMo} payusuO surelZoid 
AyUNUIUWIOD a7e1VTUI 0} SOON 23eInoouq 
suoyeztueZio s,uasuI0M 

pue SOON YIM uoTeJadood ul ‘uauIOM 

pase 10J sawioy pure slajuao aled Aep ysi[qeisq 
aoejd yIOM ay} ye (UOIsUayadAy) sureiZo1d 
Sutuseids pue Zulasunod yReaYy eonpolU] 
uUsuIOM 

Japfo JO spaeu pure snjzejs y}Teay ay} JUaUINSOp 
0} Suliayye3 eyep aoue]]Iaamns puedxq 


(saciid aatyyeduroo ‘Ajddns 

ayenbape) Ajddns 3nip jo soyst3o] aaciduyy 
SCLLS 10} (10qe] JuLIZTUI ‘sIasn 
B8niIp-snousarsjzUl ‘syUaT]D I1ay} pue sIdxIOM 
xas) Zutuaaios 10; sdnou3 ys11 ySty 3e3I1e] 
(santatpe yyyesy Ply pue [eusajzeul 

pue Zuruueyd Ajnuey uM uojerZazut ‘Araatjap 
BTAIIS [LIHIA) S[2A2Z] UI9MjJaq PUP je SadTAI_as 
jo uoneiZaqut BurpreZai sautjapin3 [euotyeu 3as 
sureiZo1d 

CILS jo pedur ayenyeao pue samnseoul 

[O1}U09 0} SadINOsal azedoTTe 0} sBulpuy 

aAOge ay} UO pasegq AZayeljs & a}e[NWIOJ 

SCLLS JO wajqoid ay} Jo apnjzu3eu ay} 

ssasse 0} wlajsAs UoTedIJIJOU [eUOTFeU e dojaAaq 


sievaX aatpnpoidal-jsog 


sanss] Y}P2H Jeo 


sIeaX satpnpaiday 


87 


pedun yormput yyWM sa1Baze13s Ad1]Og pedult yap yyWM sar8ayzerys Ad1]Og a3eys afDAD ajry] 


sayeooape yj[eoy ‘sdnoi3 s uauiOM ‘siapeay AjytunuTWOd ‘siaSeuew wresZo0ld ‘siayewiAd1]0,J :aouatpny yasie] 


anZoyeig Ad10g 


uaWiOM Jo} Burutey AdeI1az] TeSa_ pue 
uoneonpea s}yZu uewny aptaoid yey} SOON Hoddns . 
aoua[OIA 
snoyinjzei3 aaoulai 0} pue sdiysuoyea ajqeymba 
jo sa8eul! aayisod a3einooua 0} elpoul ay} YIM YOM 
eyNouINS 
JOOYSs OFT UOTNJOSaI JI]JUOS yUaorA-uOU pue 
‘sq{s Sutnuared ‘Bururely ssauareme-iapua’ aonpouy 
(quautAojdura a8em “y1pard ‘pury) 
saomnosal aAtjonpoid 0} ssacoe ¢,UaUIOM aAcidu] 
WIPIA pue Joyerjadiad 
Y}0q JO} Japuad Aq so13s819e}s BUTLID UMOP Yee1g 
sfaains yqyeay 
feuoyeu ul aoua[orA Japue3 uo suoysanb apnyouy 
WIN]NSLLIND JOoYds 
Me] 2y3 jo wed Burures} ssauareme-Japuad ayey 


QDUZJOIA paseq 

-Japua3 ynoge sioyndasoid pue adijod ure, 
(Q10AIp 0} S1at.LIeq) 

sdrysuonejas quajoia adeosa 0} uaut0M jo 
Aqyiqe ayy YIM adajsayul yey} siaueg aAoWay 
(y[Nesse S1ysawop ‘adeJ) saul paseg-lapue3 
JO UOTNdasoid ayeyT[IOVy 0} sULIOJaI BONpoIzU] 
UsUWIOM jJsuTeZe SaUILID 13430 

pue soUaIOIA SI}saWOp azITeUTWILID 0} a3e{SIZa] 


UdsUIOM JsUIeBYy aoUa|OI, 


:sa8e ITy 


aBei¢ aA>D ayry 


sayeooape yyeay ‘sdnoiZ s,uauiom ‘siapeay Ayrunumuod ‘siaSeuew uresZord ‘siayewA>1J0,J :zouaipny 32812], 


engoyeiq Adtjog 


yoedun pemput yyIM sartazeI3s Ad1]oOJ pedun panp yWM satayer3s Ad1]0J 


uoyeisdooo yuatyjed ure 

0} [eyQUepyuoD day st UoTFeWLIOJUT YWZeeY ainsuy 
(spoou aaydacesqu0S 

‘SCLLS ‘squewiaimbes feuonuznu “Suteagpi np 

Ajzea jo sulajqoid) sj3 yuaosajope jo spacu yjTeay 
[eteds jo siaxJOM Yyeoy Buoure ssouareme ajOUIOL] 


$}S9} [EOIpoul peoryjoun ysureSe wep, 
s]13 ysureSe aouajora feorsAyd 


sjUuadsajope ajeulay Suoure wae}sa 
-J[9s pue s[[Pys Teoyseid jo yuauidojaaap ajowio1g 
asnge aourjsqns 

jo sia3uep w1a}-3u0] pue uLla}-yoys y3}0q Wy3qTYSIY 
sjuadsajope Zuoure 

uoyeonpa yyyeey ajowlold 0} sdnoi3 198d a8einoouq 
Asueu3aid 

ysiy Aejap 0} paau ay} ynoge ajdoad 3unoK ayeonpy 
uoljloge ayesun 

jo sia3uep ay} pue uotjdaseijquoo uo uoTeULIOJUI 
ZuIpnyout ‘sjooyds ul uoTeoNpa xas aplAoly 

yayeay eatjonpoida pue Aypenxas ‘AZojorsAyd 
aatpnpoidal ynoge ajdoed 3uno ayeonpy 
aouadsajope Bulinp sji13 10; 

syiqey Arejaip ayeudoidde jo aoueyodun yy3qYy3Iy 


uoljze[YNu peyua3 afeway 

jo ao1joe1d ay ysure8e uoruido syqnd aziiqo; 
s]Ooyds 

UI S[I13 JO saye1 UOTJUAJa1 puke yUdUTT[OIUA aAnIdW] 
UsIp[YpP [Te 

JOJ SaT}ITIOeJ ared yyeay 0} ssadoe enba a8einoouq 
sjuawiainbas feuoiuynu ,sji13 jo ssouareme pring 
3utaq 

-[]2M Jay Ul ‘pooy jo areys pjoyasnoyeyui sj113 e 


aduads3}0py 


89 


jo uo Aue Zutusauinsop jo aourpodull ssaijs Ajzepnoiwed ‘uoyuynu ayeudoidde jo ajor aziseydwq 


saseasiq] pooyply> pue Aoueyuy 


siapraoid aed yyeazy ‘oyqnd persuay -qONAIGNV LADYVL 


UOTJeIIUNWIWOD pure uoTVINpY ‘uUOTeULIOJUT 


Sainseawl dAtydaoelquoo UoIWOge-}sod ayeudoidde 


uo Zuyjasunos apraoid 0} syapracid yyeey urely- 


‘[eLlajal 
ydwaud jo aoueyiodult pue uonsoge ajajdwioout 
jo suis ‘sasinu pue siaysom yyeoy AyTunWUWOS 

‘syuepuaye YYIq [euolIpel 0} aziseydwiq 

uolpwoge ayesun Woy 

suoyectjduios ajqissod jo ssauareme SiayxJOM YyeaYy 
Ayrunurwioo pue syuepuaye yyNg [euOTIpedy asearouy 
Zurjasunoo ayeudoidde aptacid 

0} pue Ajrea AoueuBaid aziuZooal 0} s1ayx1OM YyeaY 


Ayrunumuoo pure syuepuaye Yylq [euolIpely urely- 


siapiaoid yjfeay Aq sanbruyse} Suyasunoo 


Suruueyd Ayrurey sadoid jo asn ay} ajouloly - 


sTeAlazul Butpsayyseeiq 


Jeuoyrpeyy ajowloid sueiisAyd pue soatmpmu ary - 


sJayiOm yyeay AytunuIUIOD pue sjuepuaye YyIG 


Teuoytpesy Aq syPf YaIG ayes Jo asn ayy ayoulory - 


saoipeid 
yuiq otuarZAyun jo siaZuep ynoge siayJom yyeay 


Ayununuos pue syuepusye yyIg [euoIIpely ayeonpy=C- 
aie [EUOIIppe Joy speliaja1 AjauN} ajowIOlg - 


siapiaoid ared yyfeapy ‘oyqnd yersuey :GONFIGNV LADAVL 


siauped pure siayjey ajqisuodsay aq pue Suruuejd 
Ajrurey ut ayedionsed 0} Moy ynoge usu! ayeonpy 
UOIPOge ayesuN Y}IM pa}sauUOD sprezey 

yyyeay [eulayew ay} UO UOTJeEULJOJUT ayeUTWAassiC] 
S2IAIaS PUY 0} aloyYM pue 

UOHIOge Jo snjze}s [eBa] ay} UO UOTJBULIOJUI apIAOIy 

' SISIAJS BIQEITeAR asn 

0} pue Area Adueu8aid aztuZoda1 0} uauIOM ajyeonpy 
spajja apis pure syyouaq ‘AyIqeireae 

st ‘UuoydaoesqUOd UO UOTFEULIOJUI []NJ aplAocig 
B[NILLIND [OOYUDs UI UOTVeONpea xas apnyou] 

yyyeay aatpnpoidas pue Ayenxas 

‘AZojoisAyd aayonpoidas ynoge sqnd ay} ayeonpy 


uoIpOgy ayes pue AoueuZaig payuemuy 


uOoTpazut 
AIH pue SqLs JO uouadaid ynoge uauiom Jasuno> - 
SCLLS jo swiojdurAs aztuZooa1 0} dI]qnd ay} ayeonpy 
SaA13da0e1}UOD Jo asn 
pue uoyonpoidai soy Aj1[Iqisuodsai ajew a8einosuq 
sreak OM} jsea] ye JO Bureds 
YUIq aaatyoe 0} spoyyow Arerodura; Aprepnoiyszed 
‘Suruueyld Ayres ynoge uoljeuLoyul ayeutwassiq; - 
Jayjow Buyepe] 10} (UoWdumsuos 
SHOTED pesealsul “Spooj YSU-wWNID[ed) Ip 
ayeudoidde pure 3utpeayjysvaiq aaisnpoxe ajowWOLg - 
(sawioy 
Sunrem Aynusayeur ‘siaquas Sunqyig ‘syny AyMW19}eu) 
suondo yyiq aAtyeUusaye ynoge UaUIOM JasuNO> 
ares AduaZi9ula 
0} SS3DIP S$ UIUIOM aSPaIDUI 0} SURAUT J9Y}0 
pure saulayos uoneyodsuey Aynmuruos dojaaaq_ - 
saoiyoeid yyNg dTual3Ay ay0WO1Y 
SadTAI9S 
AdueuZaid afquireae ynoge uoTeULIOsUI ayeuTWassIg; - 
AdueuBaid 
Ul suzIs Ja8Uep aztUZOdal 0} STQnd ay} ayeonpy 
(S}ISIA Je[NZar ‘ysar ‘yatp) aed Peyeuazue 
pue sJapraoid yyyeey yyIM ~eRWOD AjIea a}oWOIg 


aed Ayrusayep 


UOT}VITUNUIWIOD puke UOT}eINpY ‘UOTZeULIOZUT 


s8nip pue [oyooye 
a asn a8einoosip 0} suSredures yyyeay NpuoD 
ajyejeosa Ay} a1ojaq swiajqoid 

Joy djay 323.0} Moy pue alayM jo sajdnoo wuoyul 
UsUWIOM jsuTese 
QOUIIOIA JO SULIOJ [Te ysuTeZe uorurdo dI[qnd azipTIqo; 
Ajqua]olA-uou saoualayip aAjosar 0} usu a8einoouq 
(Teutuno ‘ares 
-yqeoy THES) Ajaid0s 0} BdUaTOTA Jo 3so9 WY BTTYZIY 
a[qeidaooeun A][eID0s 
QOUIIOIA ayxeul 0} suSTedured uOI}eONpa jonpuoD 


sasodind 
jeSaq pure yyfeay yo 105 (ATaHeq ‘ades) aouajora 
jo saouanbesuoo yeorsAyd ay} Jo uolyeyUsUINDOp 
ajajduioo pue ayemdoe jo aoueyodurt yy3rYy3IHYy 
aoua]OIA 

JO SUITPIA jo [eLiajal pue JUsUyeal} ‘UOQ.9}9p 
Ajrea ut sXeqd saptaoid yyyeay yey} ajor Aay ssaujg 
USUIOM UO sPojja s}I pue aouajola Sysaulop 

JO aouafeaaid ay} Jo areme sioyxIOM YIeaY SYP 


UsUIO MA JsUTeSe sdUaI[OIA 


awioy je Ajlapja ay} 10} Bulred jo sylyauaq 
[eorZojoyoAsd pure ssauaatyajJa-}SOd ay} SdIOJUIOY 
JayjJO yoRa pue saalasulay} uO ATaI 
Ajsapye au} djay 0} sdnoi3 day yenynur a8einosuq 
(jatp ayenbape ‘AyApe 
jeotsAyd) sio1aeyaq y3eay aatzIsod ad1ojuIay 
s8nip 13}UN0D-9Y}-I9A0 JO asn aATqDasJo 
pue ayes pue ‘y}eay I10y} UO sUOT}IPUOD BURIIOM 
JO spajja ‘juouIaZeueU ssaijs jNOGe UBUIOM a}eoNpz - - 
saseasip dTUOIYD 
Suluaaaid ut ared-jjas Jo s.ueyodut ay} ssaijs 
JT] UT 197k] 
yaeay 0} olAeyaq AystI Jo aouepioae pure uoHLyNuU 
poo3 jo aoueyodui ay} ynoge usUIOM ajyeonpy 
uawiom Ayiepnoiyed ‘Aj1apya 
ay} preMmo} sapnyye ApIwey [euOTIpery aJOWOIg 


(420uRd 4sea1qQ 

pooueape) sjuayed jj]! Ajpeututia3 jo are ay} ul 
sainseeul aayeryed Jayjo pue jorjas ured Surpracid 
jo souepodum ay} ynoge siaptaoid yyyeay ayeonpy 
Ajsapy]2 2y} IOj 

ale aUIOY JO SSaUaATJDeJJa 9y} UO sueDIsAyd ULIOJU] 
SaseasIp sTUOIYD 

Zurpioae ul (Sutuseids JejnBai ‘asidiexa IepnZal ‘jaIp 
Ayjeay) sainseour aaquaaaid jo aouepodur ay} 
Ssaijs Sasinu pure sidyJOm yyesy AytuNUIUIOD aAPTy 


a3y earonpoiday 
puodag uoljlyNnN pue yyyeapy] s,usWI0M 


AJaatjap ye JUepuaye pouTtesy pue uoled0] YYIG 
ayes jo aouepoduit ay} ynoge dtjqnd ay} ayeonpy 
(siouop [euolssajoid 

ysuteZe se) poojq jo uoljeuop Areyunjoa ajowlolg 
Sa]peeu jo Zurreys 

pue asn 3nip jo sioZuep ay} ynge otjqnd ay} ayeonpy 
SUIOPUOD JO asn ay} szZIVeUISI}saq 

SJUDdSa[OpPe 0} SfOOYDS UI UOT}BONpa xas aplAolg 
SCLLS 10} JUdUIZeaI} B}a[TdUIOD 

pue Ajrea pure ‘Butusalos rejn8ar a8einoouq 
(suiopuos 

jo asn ‘AureZououl) uorsstuisuely GIS yuaaaid 

0} SpoujJoUl ay} JNOge UOTJEULIOJUT aJeUTUIASSIG] 
SCLLS JO aejanbas pue 

suorjeot{dwioo ay} ynoge UOTJeULIOJUT ayeUTWIASsIq] 
SQLS jo swiojdurAs pure suis pure ‘uorsstwsues} 

jO Sapour ay} yNoge UOT}eULIOJUI ayeUTWIASSIG] 


JOIAeyagq [enxas yyIM Zulfeap uaym Ajtatjisuas 
jeinjjn> Zutmoys ynoge siaptaoid yyeay ayeonpy 
Asayinoo pue 

AyuZrp yyiM uaulom 3ea1} 0} SIdyxIOM YIeay UTeIL 
Jauuew Ajaury @ ut syuatyed Jajai 10 yea1} pue 

‘Ajrea SLY Pop 0} sasinu AjrunuTWIOS pue s13ayx10M 
yaeey AyrunuMWOd ‘sjuepuaye YyIG [euOTyIpedy uTer], 
siay10M yyesy AyunuIUIOD pue sjuepuaye 

yuig [euoytpey Zuoure sao1jseid yytq ayes ajoulo1y 


sanss] YIyea}]{ aatponpoiday 1yIO 


siaptaoid ares yyeay ‘oyqnd ferusy ‘FONAIGNV LADUVL 


uoTjeIIUNWIWIOD pure UOT}eINpY ‘uUOTWeEULIOJUT 


91 


Annex D. Indicators of Women’s 
Health and Nutrition 


"UONLNUTEUW 2INde soJeoIpPuI—BuyseA 


IStIoy oJ 1YysIem - 


*ALATIO“ 
jeorsAyd snonuans 10/pue pooj 0} ssao0e 
ajenbopeur s}sos3ns uonuynuyew ASJoue 
-urajoid IM sp3 jo adejusored ysty y 


SplOce1 
out] Jo Terdsoy 
*‘Aaains AyunuNw0D 


Aq 
poinstow se uonLgnuyew Asioue 
-ul9101d WIM s[M3 Jo WeUI0I0g 


snjzjs UONLINN 


‘(OHM 
Aq popuoulwiosel se soseesip 
pooypytyo Jofew xis [Te 103) 
uoneztunwiwt Aq polaAod sjueyur 
Q[VU O} SJULJUI B[BW9J JO ONLY 


"s]UByUI 
Q[eulej ISUTeSe UONCUIWILIOSIp s}so33ns 
(dnow3 o3e@ ue ul sloquinu pajsedxe 10J 

Zunsn{[pe Ise) suo UeY) sso] JO ONLI Y 


SplO301 
out] 40 [widsoy 
‘hoains Ayununuo; 


one 
23eI2A09 UOTEZIUNWWY 


“UeIP{TYyo 
p13 Jo odejueApe [eoIZO[OIg oy) QUIOOIZAO 
ABus Jey) $10}9¥j [BIM]ND pue dIWOUOTe 
~O1DOS JO SIBUINSE UB ST II BOUTS USIP[TYS 
Qew 1oJ el oy) 0} poredwos usym 
souBIsUsIs Je[noMTed Jo St JOWOIpUT ST] 


uonensisel 

[RIA “splosel 

ott]? Jo eidsoy 
*‘Koains Ayununwo> 


‘reoK yey) JO juIod-prw oy ye dno 
238 BY) UL USIPTIYS BeW2y OOO'T 
Jod reo UdAIS B UL p O1 [| pose 
sj113 3uowe syeep Jo Joquinu oy], 


aye1 Aytpeow pytyo aewe.j 


uonensisel 
[PIIA ‘splocel 
omutyo 10 pertdsozy pooyplryD pur Aouryuy 


INTesy S,usWOM Joy suressoid TeuONeU JO sUIODINO pue ssaudoid oy) YO JOWUOU 0} 9IQe 9q [IM SJoyeUIADITOd suOyeoIpUT SUIMOTIOJ ou) SuISH 


‘reoA USAIS B UL SYUIG JUBJUT sTeWIy 


000'1 Jed suo jo o3¥ ou a10Joq sIp 
OYM SJUBJUI sfeWay JO Joquinu oY], 


*S\UBJUT aTeUay 
jo are Henbopeut 10/pue yutgpity> 
O1 paiejel swi2jqod jo01J21 sjoao] YBTH 


a1e1 AjTeWOW JURyUI sTeW.7 


UOILIINN F YIEI] S,UIUIOAA JO S1OJeIIPUT «= °q,: XOUUY 


93 


sjueuiioyut Aoy yim 
SMOIAI- "ii “Sp1ODO1 
[e1idsoy ‘shoamns 


Sp10901 
suT]D 10 [etdsoy 
*‘hoains Ayrunuswo; 


“poLlewun si UsWOM oy] JI pepunoduos 
are swajqgoid yong *Aunewwt 
[eorsojoysAsd pue yeorsXyd s, somjour 

ay JO asnedeq suoneot{dwios Aoueuseid 
JO UONeTHUSp!I oy) 1OJ JUBAZTOY 


‘a8e Joy IYstoy pur IYSIEY J0J 
Iy3IeM JO aIsodwoo & sti] “‘UOnUINUTeW 
JO} IOJSIPUT UOUIUIOD JSOUW 9Y)} ST STU], 


*‘pooypriys Apres ut Aye1sodsa 
‘UONILANUTEW STUOIYS s}oeTJol - SuNUMS 


"6 938 o10J0q 1UeUsaId oUTeD0q 
oym usWOM BuNOoA Jo uonIodolg 


soloueuseid 
JUSISITOpe JO VU2TBAIIY 


a3 IOJ 1ySIOM - 


ase IOJ 1ySI0y - 


Aq 
poinseow se uonunuTew AZi10u2 


-uls101d YIM Spd Jo e8ejus0I0g styms UOnLONN 


20u2>s2[opy 


94 


uonenstdaz [BIA 
‘spsooal [ertdsoy 
‘Koains AyunNUMUOD 


sdnoid sns0j 
‘Kaains Ayunuwo0D 


sXoamns 
‘sdno3 sno0j 


Sp10de1 
MUI]? 10 yerdsopy 


Sp10901 
oTut]? 10 erdsoy 


‘One oY) VoNpel 
[JA sowosNo 2UNe1sqO aaoJduIT JEL 
SUONUSAINU “YSU DLNe}SqO sjuasaidal 
“(81661 OHM) 82 Aieuow 
[BUZZIBW SB O} pollajol A[SNOQUOLIZ U2O 


‘uotyeonpe xs 
pue Surjasunoo aeudoidde ‘uondasequos 
0} SJUDOSAJOPB JO SSI008 SO}BOIPUT 


"UdUIOM SpIBMO} SopmMme 


[eIM[NS pue [esos snoLaIe]9p pue 
‘sopeulay IsuTe3e UONBUTULSIP sisod3ng 


"SOOIAIOS 
WTeey 0] sseooe pus ‘spoyjou! Jorg jo 
gsn ‘lamod uonenoseu seuley Jo se13ap 

*IOIABYAq [eNxes Jo swayed soyeotpuy 


‘uondssenuos 0} ssooov pue o3po;Mouy 
‘IOIABYaq [enxes Jo sulaned soieoIpuy 


"SOSNBd [eJUSploow JO [BJUSpIoUl 
WO JOU Ing JUOWeESeUeUI S}I JO 
Aoueudaid ayy Aq poveaess3e 10 0} 
poiejal snes Aue woy ‘Aoueuseid 
Jo uoneutua) Jo skep Zp UII JO 
jueudoid a[tym UBWOM B JO INvep 
oy se pouljap si eap eWay 
“SYUT PAT] 000'OOT 22d sipeep 
[eusajew jo Joquinu [enuue oy 


‘uoroge UB pel 
2ABYy OYM SJUsdSeTOpe Jo uONIOdolg 


‘uoneTO NW 
[e11usd 0) pojsefqns useq SAvY OYM 
SIUDOSI]OPS B[eUlaj JO VBeIUIOIg 


‘ALS ue 19enUO0S 
OYM S]UddSe]Ope JO V3NIUD0IIg 


‘Suruuryd 
Ajturey osn Oym sjUsdsa,Ope 
aanoe Ayjenxes Jo odejUI010g 


(oneyWW) 
oney Aiyeuoy] [eWay] 


Qoue|BAold uonIOGY 


S]I13 JUOdSa[Ope 
0} [NywueYy seonoeid 
JeUONIpeN JO VousTBASIg 


aouagteaaid GIS 


asesn satidaornuoz 


ered AIBAllop 
pue Asueusalg (y 


dnoi3 332 sanonpoldey 


qousosejopy 


95 


*fouvuseid 
JO Io}soOwWLN py) pue puoses 
SutInp YUou! Jod Sy] Ue) sso] 
SuluTes USWOM JO BdRIUDIIOg - 
“(IP/3L> = or0A0s ‘[p/3 

LI-L = 21eJepowl) s1wWsUR ole OYM 
usWOM JUBUseId Jo B3RIUDIINg - 


‘soonoeid Aiejorp pue ‘Aqeq pue Jomou 
0} sysu ‘(Aouvudeid Suuinp pue 210joq 
YIOg) UONLANU [BUIO}BUI JO [2A9] SoBOI pu] 


spioce1 [e1idsoy 
*‘Aeains Ayunuwo0D 


SsNjeIs ITeoy eatjonpoldey 


‘jyas 

[eOIpews poulwn wo eed [eeujsod 
Pelee OYM USWOM JO UOTIOdOIY- 
*[eLIJo1 

poideooe pue pollojol alam OU 
uswom jueuseld Jo uoNIOdolg - 
‘uonejuoweddns 

aeloJ pue uo Yoo) oym 

uawom jueuseid Jo uonlodolg - 
‘uoTeZIUNWIWI 

plOxo}-snuB}a) PoAlooel OYM 
uawom jueuseld Jo uoMlodolg - 
"syoom BE Jaye 1o/pue syoom 

0Z d10Joq e789 [eeUcId PoAtecol 
oym uowOM Jo uoModolg - 

‘Js [Volpol pouren 

woy o7e9 [eeucld Aue poAtosol 
oym uawom jo uonodolg - 
‘(QW [PABD JO FVM 

inoy UO UTYIIM) aed AjTUIO}eW 0} 
ssoo0e8 YIM UBWOM Jo uoMIOdoIg - 


"SMBS DIWOUOSOID0S ‘sUOTIPUCD 

[etoos puv jeim[no ‘sysu sanonpoldel 
Jo suondaoied s,uswiom ‘soclAlos Un[eoy 
Jo Ajtfiqissacow pue Ajiiqeyreae sovestpuy 


SODTAIOS 
wneay Jo uoneztNy 


Adains ‘snsusd 


97 


“AyqIovy [eorpow 

Jo Teydsoy @ ul pornboe suonseyut 

wnyedjsod jo soue[eAclg - 

‘uorje[ndod 0} soAIMprw Jo oneYy - 

“spojow 

Sutuueyd Awey noge plo} 219M 

OYUM pUe UONNNSUI ue UI poJaATop 

oym USWOM JO adRIUIDIEg - 

"quoUneeD YIM 

peysnes uswom Jo ssyjus.leg - 

“POAlod01 JUSUNFAN poo}siopun 

OYM USWOM JO W8RIUI9IEg - 

*SOIUTTD 

[eleuold 1e own) Buntem ure - 

"suOTdeS 

sloptaoid uvaresed SulULiojied Jo a[qedes 

pue sjuoned “JUSUNTWWOS SONTIOVJ YIeoy Jo esyjusI0g - 

WIM SMOTAIOIUL JUSWUIZAOS ‘sonteA IdxJOM YTeOY "QOUPTIIOAINS 
‘splooel [enidsoy ‘SuluTen Joptaoid wpeay ‘seotales iy[eoy [weuald Butmnp posouseip ered As2atop 
‘suOBAIOSGO JO [PAo] [euONeU pu feuoIsel sojeoIpuT suoneotdwos Jo a8rjuacleg - ered jo Arend pue AoueuSaig (y 


98 


S2OTITUIWIOD 
Ayrpeuiow 

[eusoiew ‘siopracid 
pue sjuoted 

WIM SMOTAIOIUT 
‘spiocel [eiidsoy 
*‘SUOTIBAIBSGO 


sJopiaoid 
pue suoned yim 
SMOTAIOUI ‘SAQAING 


SMOTAIONUI *‘SAZAING 


"SQO1AJOS UOTIOGe pue SuTuUrTd 
Ajturey Jo Ayyenb puv o3e12A09 s}s01J0y 


“SoolAlos Butuueyld Apiurey jo 


93eIDA00 pus ‘AjrunWWOO ay pue ApIUey 
2} Ul UBWOM IYI JO VOI ‘sonTeA sNorsITa1 
pus [eIM[NS JO VOUSN[JUT 94} BOIpUl UB) 


“JUSU TWUIWOS 

JUSUIWIDA08 ‘son[eA I9yJOM UITROY 
‘Zututen Joptaold ipfeoy ‘seotasas Wy[eoYy 
JO [22] [eUONeU puP [vUOIZe1 SoIvOIpUT 


"uoT0ge 
pue uondeoenuos Surpiese1 
SIOFIOM Wes JO soonoeld 

pue sopmyine ‘ospaymouy - 
*SQOIAJOS UOTIOGE pue 

sutured Apres Sutpraoid ur poy] ys 
sioptaold wpfeoy jo uomodolg - 
‘uoTuIoge ue 131Je 

ZutjesuNnod satjdooeQuOd dAIOdeI 
OYM USWIOM JO WRUIIIEg - 
"SQOIAIOS UOTIIOGE 

ayes pue Sutuuryd Aywey 0} 

SS2098 YIM USWOM JO WdRIUIII0g - 


S2O1AIOS 
Ayyenb yo Aqyiqetreay 


‘ozs ATlurey portseq - 
“popusqur 
jou so1ouvuseid Jo uomodolg - 


uoToge pue 
Aoueuseid powuemun (g 


Aouvudeid Jo ssoupoue 


‘sosuodsol pue 
su3is Joduep Aoueuseid ‘Burying 
WIM sweqoid Surprese1 syuvpusne 
yuig [euonipen pue sioxI0OM 

ITeey JO sopmime pue sjooq - 
"yyyeoy eAnonpoldar 

preMo} SIZWIOM YTeoy JO soonowld 
pue sopmine ‘ospoymouy - 
‘suonouny 

oMNeIsgo BuTARS-osI] WOJed 01 
2142 S1OyIOM YITeOY JO uOMIOdOIY - 


ered Jo Ayttend 


99 


\_DOCUMENTATIO 


( 


x 


"UONSIAUOS 
UI 3[NSeI yey) SUOTNSesOId odeI 

Jo a8ejusoied ‘pojnsesoid oe ey) 
soseo odei powodel Jo odeUus010q- 
*QOUS[OIA DYSOWOp 0} FIQuINqIMe 
BUNeD YIM sontloey Y[Teoy 

0} 3unuaseid usWOM Jo 33NjU99I0g- 
*youyred 

gyew aewUI ue Aq ud}e9q UI0q 
2ABY OYM UIWOM JO W8R]UI9I0J- 


‘weqoid ou) 
SSIPPB O} LIOJJo O1e1S JO [DAD] SoTeOIpUT 


Sp103e1 
jetorpnf pue so1jog 


Spl0se1 
omut]> 10 penidsopy 


‘wo]goid ou jo opmrusew soyeoIpuy 


Aytunwiwo5 
OY} Ul VOUITOIA poie]al 
-Igpusd JO VU2TBAIIg 


sAQAINS, 
peseq AjtunuuOD 


‘wo]qold oy) Jo spnytusew sayedIpuy UDUWIOM JSUTESE QdUZTOIA 


‘JJAas 


sA2ains [eolpew pouren Aq uoneulwexo 
‘spioce1 weidoid ‘dno 2[qesoujna isvoiq [eorshyd & pey savy OyM 
JO otuTy> ‘Te1idsoy JO 93e1DA09 Jo 2aI3ep soieotpuy | sIeoX YC DAO USWOM Jo B8R]UI0I0g ButuseIOs Jg9Ued Iseo1g 


“TeOws 
deg suo jseo] 1B pey OAeYy OYM 
sreak $¢ JOAO USWOM JO 93R)U90I0g 


skOAIns 
‘sp1ocel weidoid 


Jo ome ‘Te1ndsoy 


‘dnowd 2[qesoulna 
JO 23eI9A09 JO JeIdap SoIedIpUy 


BuIUIseIOS 199UBD [ROLAIID 


*(sdrysuoneyel 
snowesououw ‘swopuos ‘sousuTSqe) 


uorsejut ATH pue sq.Ls 
‘sweidold Zuuinboe ploae 0} MOY MOU OYM ssouazeme SONSST INTeoy 


Aaains Aytunuwsw0ZD UOTIBINPS JO SSAUSANIEJJa OY) SoveoIpuy | si[Npe oanoe Aj[jenxes Jo odejUIdJ0g uonueaeld SqIy puke CLS eanonpoidal PIO (D 


101 


Annex E. World Bank Population, 
Health, and Nutrition Projects with 
Women’s Health and Nutrition 
Components (FY 1986-93) 
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Annex F. Glossary 


Acquired immunodeficiency syndrome (AIDS)— 
a chronic viral infection that produces severe, life- 
threatening defects in the immune system, leaving 
the body vulnerable to other infections and cancers. 
AIDS is a fatal disease and is spread through sexual 
contact with an infected person, parenteral exposure 
to infected blood by transfusion or needle sharing, 
and perinatal transmission. AIDS has not been 
shown to be transmitted by respiratory droplet 
spread, by vectors such as mosquitoes, or by casual, 
nonsexual contact. 


Amniocentesis—a procedure in which amniotic 
fluid is withdrawn transabdominally from the uterus 
of a pregnant woman. The fluid is analyzed to iden- 
tify genetic defects or to determine the sex of the 
fetus. 


Anemia—a condition characterized by a reduced 
number of red blood corpuscles or hemoglobin in 
the bloodstream, which occurs when the equilib- 
rium between blood loss and blood production are 
disturbed. The patient initially suffers from fatigue 
and weakness, but if severe, anemia has serious 
health consequences. Moderate anemia is defined as 
7-11 grams per dl hemoglobin; severe anemia is less 
than 7 g/dl. 


Cardiovascular diseases—diseases of the heart and 
blood vessels. 


Cesarean section—a surgical procedure used to 
deliver a baby by cutting through the woman’s 
abdominal wall and uterus. Indications for surgery 
include obstructed labor and fetal distress. 


Child mortality rate—the number of deaths among 
children from age one through four in a given year 
per 1,000 children in that age group at the mid-point 
of that year. Sometimes child mortality is used to 
refer to deaths among all children under age five. 
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Chlamydia—a bacterial infection that is transmit- 
ted sexually or to infants during childbirth. It is 
often asymptomatic; some women have vaginal dis- 
charge, pain on urination, spotting, and lower 
abdominal pain. If untreated, chlamydia can cause 
pelvic inflammatory disease and premature delivery. 
Infected infants can develop respiratory and eye 
infections. 


Cytology—the microscopic analysis of human cells, 
collected through procedures such as smears, scrap- 
ing and aspiration. Cytological examination enables 
the identification of conditions such as infections 
and cancers. 

Dilatation and curettage—a surgical procedure in 
which the lining of the uterus is scraped and its con- 
tents are removed. 


Disability—adjusted life year (DALY)—A measure of 
the loss of healthy life, known as the burden of dis- 
ease. It has two components: (1) losses from prema- 
ture death, defined as the difference between the 
actual age at death and life expectancy at that age in 
a low-mortality population; and (2) loss of healthy 
life resulting from disability. 


Ectopic pregnancy—a life-threatening condition in 
which the fertilized egg develops outside the uterus, 
often in the Fallopian tube. 


Genital mutilation—Also known as female cir- 
cumcision, genital mutilation entails removal of 
the woman’s external sexual organs (the degree of 
mutilation varies), rendering intercourse and child- 
birth painful and potentially hazardous. It has 
no health benefits and causes permanent sexual 
dysfunction. 


Genital ulcers—skin eruptions located on or near 
the vagina or anus, mainly caused by chancroid, 


= 

syphilis, and herpes, which are mainly transmitted 
sexually and can be treated with antibiotics. 
Chancroid ulcers inful and cause bleeding, 
Swollen lymph nodes in the 


groin. Syphilis lesions are usually painless, but can . 


lead to serious illness, including neurological and 
cardiovascular infections. Herpes lesions may have 
no symptoms or may be extremely painful; compli- 
cations include neurological and genital infections. 


Gonorrhea—a bacterial infection that is transmit- 
ted sexually or to infants during childbirth. It is com- 
monly asymptomatic in women, although some 
women may have vaginal discharge and burning uri- 
nation. If untreated, it can cause pelvic inflamma- 
tory disease with subsequent risk of infertility or 
ectopic pregnancy. Among newborns, it causes an 
eye infection that can lead to blindness if untreated. 


Human immunodeficiency virus—the virus that 
causes acquired immunodeficiency syndrome (AIDS). 


Infant mortality rate—the number of infants who 
die below the age of one year per 1,000 births in a 
given year. 


Life expectancy—the average number of additional 
years that a person can expect to live if current mor- 
tality trends were to continue. Life expectancy at 
birth is the most common measure used to assess 
trends and compare subgroups. 


Malnutrition—a disorder of nutrition that includes 
both under- and over- nutrition. It may be caused by 
an unbalanced/insufficient diet or by defective 
assimilation and utilization of foods. 


Maternal mortality rate—the number of deaths of 
women due to pregnancy and childbirth complica- 
tions per 100,000 women aged fifteen to forty-five 
or fifteen to forty-nine years. This rate measures a 
woman’s lifetime risk of dying associated with repro- 
duction; it is influenced by the likelihood of becom- 
ing pregnant and by the risk of dying in childbirth. 


Maternal mortality ratio—the annual number of 
deaths to women due to pregnancy and childbirth 
complications per 100,000 live births. This ratio 
measures a woman’s chance of dying once pregnant, 
known as obstetric risk. 


Menopause—the permanent cessation of menstrua- 
tion in the human female, which normally occurs 
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around the age of SO. It may be accompanied by 
physical and psychological symptoms related to hor- 
monal and other changes occurring at this period. 


Menstrual regulation—a procedure for inducing 
menstruation using a hand-held syringe to empty 
the uterus up to 49 days after a previous period. 


Obstetric fistulae—a rupture that results in an abnor- 
mal passage linking two areas such as the vagina, rec- 
tum, bladder, and abdominal cavity. Obstetric fistulae 
are caused by difficult labor, unsafe abortion, and tra- 
ditional practices such as genital mutilation. 


Osteoporosis—a bone disorder characterized by a 
reduction in bone density and increased porosity 
and brittleness, leading to increased susceptibility to 
fractures. Post-menopausal osteoporosis occurs in 
women within fifteen to twenty years after 
menopause. 


Pap smear—a test in which cells taken from the 
cervix are examined for uterine cancer. Pap is a short- 
ened version of Papanicolaou, the test’s inventor. 


Partograph—a graphic record of cervical dilation 
used to monitor a woman in labor. 


Pelvic inflammatory disease—a severe infection of 
the upper reproductive tract, which can lead to infer- 
tility and ectopic pregnancy. 


Perinatal mortality rate—the number of fetal 
deaths after twenty-eight weeks of pregnancy plus 
the number of deaths to infants under seven days of 
age per 1,000 live births. 


Reproductive tract infection—a general term for 
various types of infections affecting the reproductive 
organs, including vaginal and cervical infections, 
genital ulcer disease, and pelvic inflammatory dis- 
ease. Major sources of RTIs include sexual transmis- 
sion and unhygienic practices during abortion, 
delivery, IUD insertion, and genital mutilation. 


Sexually transmitted diseases (STDs)—an 
umbrella term for various infections that are trans- 
mitted through sex, including chancroid, chlamy- 
dia, genital herpes, gonorrhea, human 
papillomavirus, syphilis, and trichomoniasis. 


Syphilis—a sexually transmitted infection that pro- 
duces genital lesions, which can increase the risk of 
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contracting HIV. Infection during pregnancy can 
cause miscarriage, stillbirth, and congenital defects. 
If left untreated, syphilis can cause neurological 
complications. , 


Total fertility rate—the average number of children 
that would be born to a woman during her lifetime 
if she were to pass through her childbearing years 
conforming to the age-specific fertility rates of a 
given year. 


Ultrasonography—the visualization of deep struc- 
tures of the body by recording the reflections of 


* 
(echoes of) pulses of ultrasonic waves directed into 


the tissues. Ultrasonography is often used to identify 
fetal and abdominal abnormalities. 


Uterine prolapse—a sinking of the uterus into or 
extending outside the vagina, usually resulting from 
injuries during childbirth or advanced age. 


Vacuum aspiration—a method of pregnancy ter- 
mination in which the contents of the uterus are 
removed by suction, using either a hand-held 
syringe or electric pump. 


Bibliography 


Acsadi, George T.F, and Gwendolyn Johnson- 
Acsadi. 1993. “Socio-economic, Cultural, and 
Legal Factors Affecting Girls’ and Women’s 
Health.” World Bank Women’s Health and 
Nutrition Work Program Working Paper Series. 
World Bank, Population, Health and Nutrition 
Department, Washington, D.C. 

Adebajo, Christine, Carol Kazi, Elisabeth Crane, and 
Ian Todreas. 1990. “Community Mobilization: 
Steps Toward Eradicating Female Circumcision and 
Other Harmful Traditional Practices in Nigeria.” 
Paper presented at the 118th Annual Meeting of 
the American Public Health Association, New York, 
N.Y., September 30-October 4, 1990. 

Adriasole, G. et al. 1986. Actualizacién del Documento 
“Evaluacion de 10 Afios de Planificacién Familiar en 
Chile.” Santiago: Asociacién Chilefia de Pro- 
teccion de la Familia (ACPF), 1970; and ACPF 
Memoria, APROFA, 1986. 

Agyemang, Nelson Godfried. 1992. “Issues for 
Young Ghanaians.” The Health Exchange August 
/September 1992. 

Ajayi, Ayo A., Leah T. Marangu, Janice Miller and 
John M. Paxman. 1991. “Adolescent Sexuality and 
Fertility in Kenya: A Survey of Knowledge, 
Perceptions and Practices.” Studies in Family 
Planning 22(4):205-216. 

Allen, Susan, Christina Lindan, Antoine Serufilira, 
Philippe Van de Perre, Amy Chen Rundle, Francois 
Nsengumuremyi, Michel Carael, Joan Schwalbe, 
and Stephen Hulley. 1991. “Human Immuno- 
deficiency Virus Infection in Urban Rwanda: 
Demographic and Behavioral Correlates in a Rep- 
resentative Sampling of Childbearing Women.” 
Journal of the American Medical Association 
266(12):1657-63. 

Amazigo, Uche. 1993. “Vector-Borne Infectious 
Diseases.” In Women’s Health in Africa. 
Washington, D.C.: National Academy Press. 

Appleton, Simon, and Paul Collier. 1993. thetic 
Gender Targeting of Public Transfers.” Discussion 


113 


paper presented at the World Bank Conference on 
Public Expenditures and the Poor: Incidence and 
Targeting,” June 17-19, Washington, D.C. 

Askew, I., and A.R. Khan. 1990. “Community 
Participation in National Family Planning Pro- 
grams: Some Organizational Issues.” Studies in 
Family Planning 21:127-42. 

Askew, Ian, Placid Tapsoba, Youssouf Ouedraogo, 
Claire Viadro, Didier Bakouan, and Pascaline 
Sebgo. 1993. “Quality of Care in Family Planning 
Programmes: A Rapid Assessment in Burkina 
Faso.” Health Policy and Planning 8(1):19-32. 

Banister, Judith. 1992. “China: Recent Mortality 
Levels and Trends.” Paper presented at the Annual 
Meeting of the Population Association of America, 
Denver, May 1992. U.S. Bureau of the Census, 
Suitland, Md. 

Barnum, Howard and Joseph Kutzin. 1993. Public 
Hospitals in Developing Countries: Resource Use, Cost, 
Financing. Baltimore and London: Johns Hopkins 
University Press for the World Bank. 

Behrman, Jere R. 1990. The Action of Human Resources 
and Poverty on One Another: What we Have Yet to 
Learn. World Bank, Washington, D.C. 

Bhatia, S., A.S. Faruque, and J. Chakraborty. 1980. 
“Assessing Menstrual Regulation Performed by 
Paramedics in Rural Bangladesh.” Studies in Family 
Planning 11:213-218. 

Blaney, Carol Lynn. 1993. “Steps to Improve 
Quality: Measure It, Monitor It.” Network (Family 
Health International) 14: (1): 9-11. 

Bledsoe, Caroline H., and Barney Cohen, eds. 1993. 
Social Dynamics of Adolescent Fertility in Sub- 
Saharan Africa. Washington, D.C.: National 
Academy Press. 

Boohene, E., J. Tsodzai, K. Hardee-Cleaveland, S. Weir, 
and B. Janowitz. 1991. “Fertility and Contraceptive 
Use Among Young Adults in Harare, Zimbabwe.” 
Family Planning Perspectives 24(1):4-11. 

Brabin, Loretta, and Bernard J. Brabin. 1992. “The 
Cost of Successful Adolescent Growth and 


114 Women’s Health and Nutrition: Making a Difference 


Development in Girls in Relation to Iron and 
Vitamin A Status.” American Journal of Clinical 
Nutrition 55(S):955-8 

Bradley, Christine. 1988. “How Can We Help Rural 
Beaten Wives? Some Suggestions from Papua New 
Guinea.” Paper presented at the International 
Welsh Women’s Aid Conference, Cardiff, Wales, 
U.K. 

Brennan, Maureen. 1992. “Training Traditional 
Birth Attendants.” Postgraduate Doctor Africa 
11(1):16. 

Bruce, Judith. 1990. “Fundamental Elements of 
Quality of Care: A Simple Framework.” Studies in 
Family Planning 22 (November-December): 343- 
347. 

Center for Population Options (CPO). 1992. 
Adolescents and Unsafe Abortion in Developing 
Countries. Washington, D.C.: CPO. 

Centers for Disease Control (CDC). 1991. 1987 
Guatemala Demographic and Health Survey: Further 
Analysis of Data, B. Young Adult Module. Atlanta, 
GA: CDC. 

Centers for Disease Control (CDC). 199. 
“Zidovudine for the Prevention of HIV Transmis- 
sion from Mother to Infant.” Morbidity and 
Mortality Weekly Report (MMWR) 43(16):285-287. 

Chalmers, Ian, Murray Enkin, and Marc Kierse. 
1989. Effective Care in Pregnancy and Childbirth. 
New York: Oxford University Press. 

Chatterjee, Meera. 1991. “Indian Women: Their 
Health and Productivity.” World Bank Discussion 
Paper 109. Washington, D.C. 

Chatterjee, Meera, and Julian Lambert. 1989. 
“Women and Nutrition: Reflections from India and 
Pakistan.” Food and Nutrition Bulletin 11(4):13-28. 

Chen, Lincoln et al. 1974. “Maternal Mortality in 
Rural Bangladesh.” Studies in Family Planning 
17(S):243-251. 

Church, Cathleen A., and Judith Geller. 1989. 
“Lights! Camera! Action! Promoting Family 
Planning with TV, Video, and Film.” Population 
Reports Series J, No. 28. December 1989. 

CIAES (Center for Health Research, Consultation 
and Education). 1991. “Qualitative Research on 
Knowledge, Attitudes and Practices Related to 
Women’s Reproductive Health.” Working Paper 
no. 9, July. Mother Care, Arlington, Va. 

Coale, Ansley. 1991. “Excess Female Mortality and 
the Balance of the Sexes in the Population: An 
Estimate of the Number of ‘Missing Females.’” 
Population and Development Review 17(3):517-523. 

Coale, Ansley and Paul Demeny with Barbara 
Vaughan. 1983. Regional Model Life Tables and 


Stable Populations. 2nd ed. New York: Academic 
Press. 

Cochrane, Susan and Frederick Sai. 1993. “Excess 
Fertility.” In Dean T. Jamison, W. Henry Mosely, 
Anthony R. Measham, and Jose-Luis Bobadilla, 
eds., Disease Control Priorities in Developing 
Countries. New York: Oxford University Press. Pp. 
333-362. 

Coeytaux, Francine. 1989. “Celebrating Mother and 
Child on the Fortieth Day: The Sfax, Tunisia 
Postpartum Program.” Quality/Calidad/Qualité No. 
1. New York: Population Council. 

Commonwealth Association for Mental Handicap 
and Development Disabilities (CAMHADD). 1990. 
“CAMHADD Global Workshop ‘Towards Global 
Strategy on Prevention and Management of Birth 
Asphyxia through Maternal and Newborn Care at 
Primary Health Care Level in Developing 
Countries.’ New Delhi (India), 28 January-3 
February 1990.” Newsletter 10:4. 

Consumers Association of Penang. 1988. Rape in 
Malaysia. Penang, Malaysia. 

Cook, Rebecca J. 1993. Human Rights in Relation to 


Women’s Health. Geneva: World Health 
Organization. | 
COVAC. 1990. “Evaluacion de Proyecto para 


Educacion, Capacitacion, y Atencion a Mujeres y 
Menores de Edad en Materia de Violencia Sexual, 
Enero a Diciembre 1990.” Mexico City: Asociacion 
Mexicana Contra la Violencia a las Mujeres. 

D’Artre, A. (AIDSTECH). 1992. [STD Interventions in 
Tanzania and Ghana]. Personal communication 
cited in “Controlling Sexually Transmitted 
Diseases.” Population Reports. Series L, No. 9. 
September 15, 1992, p.v-9. 

Das Gupta, Monica. 1987. “Selective Discrimination 
against Female Children in Rural Punjab, India.” 
Population and Development Review 13:1 
(March):77-100. 

De Maeyer, E.M. and M. Adiels-Tegman. 1985. “The 
Prevalence of Anemia in the World.” World Health 
Statistics Quarterly 38(3):302-316. 

DiPietro, Loretta, Adrian M. Ostfeld, and Gary L. 
Rosner. 1994. “Adiposity and Stroke among Older 
Adults of Low Socioeconomic Status: The Chicago 
Stroke Study.” American Journal of Public Health 
84(1):14-19. 

Dixon-Mueller, Ruth. 1990. “Abortion Policy and 
Women’s Health in Developing Countries.” 
International Journal of Health Services 20:297-314. 

Dixon-Mueller, Ruth, and Judith Wasserheit. 1991. 
The Culture of Silence: Reproductive Tract Infections 
Among Women in the Third World. New York: 


International Women’s Health Coalition. 
Edgerton, V.R., G.W. Gardner, Y. Ohira, K.A. 

Gunarwardena, B. Senewiratne. 1979. “Iron 

Deficiency Anaemia and its Effect on Worker 


Productivity and Activity Patterns.” In British 


Medical Journal 2:1546-1549. 

Ekwempu, C.C., D. Maine, M.B. Olorukoba, B. Essien 
and M. N. Kisseka. 1990. “Structural Adjustment 
and Health in Africa.” Letter, Lancet July 7, 
1990:56-57. 

Ettling, M.B., K. Thimasarn, S. Krachaiklin, and P. 
Bualombai. 1989. “Evaluation of Malaria Clinics 
in Maesot, Thailand: Use of Serology to Assess 
Coverage.” Transactions of the Royal Society of 
Tropical Medicine and Hygiene. 83:325-330. 

Family Health International (FHI). 1992. 
“Cameroon Launches Social Marketing of 
Antibiotics.” Network 12(4):14-15. 

Fauveau, Vincent. 1991. “Matlab Maternity Care 
Program.” Review paper prepared for the World 
Bank Department of Population and Human 
Resources, Washington, D.C. 

Favin, M., and M. Griffiths. 1991. “Social Marketing 
of Micronutrients in Developing Countries.” 
Manoff Group, Inc., Washington, D.C. 

Feletti, V.J. 1991. “Long-term Medical Consequences 
of Incest, Rape and Molestation.” Southern Medical 
Journal 84:328-331. 

Figueroa, Blanca. 1992. “Adding Color to Life: 
Illustrated Health Materials for Women in Peru,” 
in “By and For Women: Involving Women in the 
Development of Reproductive Health Care 
Materials.” Quality/Calidad/Qualité No. 4. New 
York: Population Council. 

Fishman, Claudia, D. Touré, and Peter Gottert. 1991. 
“Nutrition Promotion in Mali: Highlights from a 
Rural Integrated Nutrition Communication 
Program.” Paper presented at the Sixth Inter- 
national Conference of International Nutrition 
Planners Forum, September 4-6, 1991, Paris. 
Academy for Educational Development, 
Washington, D.C. 

FNB/NAS/NRC. 1989. “Osteoporosis.” In Diet and 
Health: Implications for Reducing Chronic Disease 
Risk. Washington, D.C.: National Academy Press 

Foner, N. 1989. “Older Women in Nonindustrial 
Cultures: Consequences of Power and Privilege.” 
In Women in Later Years: Ethnic and Cultural 
Perspectives. Binghamton, N.Y.: Haworth Press. 

Ford, Nicholas, and Suporn Koetsawang. 1991. “The 
Socio-Cultural Context of the Transmission of HIV 
in Thailand.” Social Science and Medicine 33(4):40S- 


414. 


Bibliography 115 


Fortney, Judith. 1993. “Best Practices for Women’s 
Health and Nutrition.” Family Health 
International, Research Triangle Park, N.C. 

Frankenhaeuser, Marianne, UIf Lundberg, and 
Margaret Chesney. 1991. Women, Work and Health: 
Stress and Opportunities. New York: Plenum Press. 

Freedman, Ronald, and Bernard Berelson. 1976. 
“The Record of Family Planning Programs.” 
Studies in Family Planning 7(11):3-40. 

Freedman, Ronald, and Ann K. Blanc. 1991. 
“Fertility Transition: An Update.” Pp. 5-24 in 
Institute for Resource Development/Macro 
International, Proceedings of the Demographic and 
Health Surveys World Conference, Washington, D.C., 
1991. Vol. 1. Columbia, MD. 

Gallen, Moira E., Laurie Liskin, and Neeraj Kak. 
1986. “Men—New Focus for Family Planning 
Programs.” Population Reports Series J, No. 33. 
November-December 1986. 

Gay, Jill. 1993. “Women’s Access to Quality Health 
Services and Empowerment to Promote their Own 
Health.” Women’s Health and Nutrition Work 
Program Working Paper Series. World Bank, 
Department of Population, Health and Nutrition, 
Washington, D.C. 

Georgetown University School of Medicine. 1990. 
Guidelines for Breastfeeding in Family Planning and 
Child Survival Programs. Washington, D.C.: 
Georgetown University/Institute for International 
Studies in Natural Family Planning. 

Gertler, Paul and Jacques van der Gaag. 1990. The 
Willingness to Pay for Medical Care. Baltimore: Johns 
Hopkins University Press for the World Bank. 

Ghassemi, Hossein. 1990. “Women, Food and 
Nutrition: Issues in Need of a Global Focus.” In 
Women and Nutrition. UN/ACC/SCN Symposium 
Report, Nutrition Policy Discussion Paper No. 6. 
Geneva: United Nations Administrative Com- 
mittee on Coordination/Subcommittee on Nutri- 
tion, p. 145-65. 

Graitcer, Philip L. 1994. [Injuries from domestic vio- 
lence in Egypt] Personal communication cited in 
Heise et al. 1994. 

Green, Cynthia P. 1989. Media Promotion of Breast- 
feeding: A Decade’s Experience. Washington, D.C.: 
Academy for Educational Development. 

Grunseit, A. and S. Kippax. 1993. Effects of Sex 
Education on Young People’s Sexual Behavior. 
Geneva: World Health Organization. 

Harrison, K.A., A.F. Fleming, N.D. Briggs, and C.E. 
Rossiter. 1985. “Growth During Pregnancy in 
Nigerian Teenage Primigravidae.” British Journal of 
Obstetrics and Gynecology S (Supplement):32-39. 


116 Women’s Health and Nutrition: Making a Difference 


Harrison, Pinseley Randolph, and Jean B. Wilson. 
1991. Harrison’s Principles of Internal Medicine. 12th 
edition. New York: McGraw-Hill Health Profession 
Division. 

Havanon, Napaporn, Anthony Bennett, and John 
Knodel. 1993. “Sexual Networking in Provincial 
Thailand.” Studies in Family Planning 24:(1):1-17. 

Heise, Lori. 1993. “Violence Against Women: The 
Missing Agenda.” In Marge Koblinsky, Judith 
Timyan, and Jill Gay, eds., The Health of Women: A 
Global Perspective. Boulder, CO: Westview Press, 
pp. 171-195. 

Heise, Lori, Jacqueline Pitanguy, and Adrienne 
Germain. 1994. “Violence Against Women: The 
Hidden Health Burden.” World Bank Discussion 
Paper. World Bank, Population, Health and 
Nutrition Department, Washington, D.C. 

Henshaw, Stanley K. 1990. “Induced Abortion: A 
World Review, 1990.” Family Planning Perspectives 
22:76-89. 

Henshaw, Stanley K., and Jennifer Van Vort. 1989. 
“Teenage Abortion, Birth and Pregnancy Statistics: 
An Update.” Family Planning Perspectives 21(2):85- 
88. 

Herz, Barbara, and Anthony Measham. 1987. The 
Safe Motherhood Initiative. World Bank, Population, 
Health and Nutrition Department, Washington, 
D.C. 

Herz, Barbara, K. Subbarao, Masoma Habid and 
Laura Raney. 1991. “Letting Girls Learn: Promising 
Approaches in Primary and _ Secondary 
Education.” World Bank Discussion Paper No. 133. 
Washington, D.C.: World Bank. 

Hill, Ken, and Lecia Brown. 1993. “Gender 
Differences in Child Health: Evidence from 
Demographic and Health Surveys.” World Bank, 
Population, Health and Nutrition Department, 
Washington, D.C. 

Hira, S.K., G.J. Bhat, D.M. Chikamata, B. Nkowane, 
G. Tembo, P.L. Perine, and A. Meheus. 1990. 
“Syphilis Intervention in Pregnancy: Zambian 
Demonstration Project.” Genitourinary Medicine 
66:159-64. 

Hovell, M.F. et al. 1988. “Occupational Health Risks 
for Mexican Women: The Case of the Maquiladora 
along the Mexican-United States Border.” Inter- 
national Journal of Health Services 18(4):617-627. 

Ibrahim, Barbara and Nadia Farah. 1992. “Women’s 
Lives and Health: The Cairo Women’s Health Book 

Collective,” in “By and For Women: Involving 
Women in the Development of Reproductive 
Health Care Materials.” Quality/Calidad/Qualite 
No. 4. New York: Population Council. 


Inter-African Committee on Traditional Practices 
Affecting the Health of Women and Children 
(IAC). 1993. “Profile of a National Committee: 
Burkina Faso.” JAC Newsletter 15(December 
1993):13. 

International Center for Research on Women 
(ICRW). 1989. Strengthening Women: Health 
Research Priorities for Women in Developing 
Countries. Washington, D.C.: ICRW. 

International Planned Parenthood Federation 
(IPPF). 1992. “Adolescent Prostitutes in Thailand.” 
Open File. February 1992, p. 9. 

. 1993. “Sexual Health Program: Program 
Description.” London: IPPF, p. 3. 

Jacobson, Jodi L. 1993. “Women’s Health: The Price 
of Poverty.” In Marge Koblinsky, Judith Timyan, 
and Jill Gay, eds., The Health of Women: A Global 
Perspective. Boulder, CO: Westview Press, pp. 3- 
a1. 

Jamison, Dean T. 1993. “Disease Control Priorities in 
Developing Countries: An Overview.” In Dean T. 
Jamison, W. Henry Mosley, Anthony R. Measham, 
and Jose-Luis Bobadilla, eds., Disease Control - 
Priorities in Developing Countries. New York: Oxford 
University Press, pp. 3-34. 

Jamison, Dean T., W. Henry Mosley, Anthony R. 
Measham, and Jose-Luis Bobadilla, eds. 1993. 
Disease Control Priorities in Developing Countries. 
New York: Oxford University Press. 

John Short and Associates, Inc. (JSA). 1987. 
“Technical Information on Population for the 
Private Sector: Peru Trip Report, January 11-18, 
1987. JSA, Columbia, MD. 

Johnson, Brooke R., Janie Benson, and Beth Leibson 
Hawkins. 1992. “Reducing Resource and Reducing 
Quality of Care with MVA.” IPAS Advances in 
Abortion Care 2(2):1-5. Carrboro, N.C. 

Kardam, Nuket. 1991. Bringing Women In: Women’s 
Issues in International Development Programs. 
Boulder, Co.: Lynne Reinner Publishers. 

Karkal, Malini. 1985. “How the Other Half Dies in 
Bombay.” Economic and Political Weekly, p. 1424. 
Katz, Elizabeth G. 1993. “Women’s Health and 
Nutrition.” World Bank, Education and Social 

Policy Department, Washington, D.C. 

Kaufman, Joan, Zhang Zhirong, Qiao Xinjian, and 
Zhang Yang. 1992. “The Quality of Family 
Planning Services in Rural China.” Studies in 
Family Planning 23(2):73-84. 

Kay, Bonnie, Adrienne Germain, and Maggie 
Bangser. 1991. “The Bangladesh Women’s Health 
Coalition.” Quality/Calidad/Qualité. No. 3. New 
York: The Population Council. 


Kennedy, Kathy I., Roberto Rivera, and Alan S, 
McNeilly. 1989. “Consensus Statement on the Use 
of Breastfeeding as a Family Planning Method.” 
Contraception 39(S):477-496. 


Keyfitz, N. and V. Flieger. 1990. World Population, 


Growth and Aging. Demographic Trends in the Late 
Twentieth Century. Chicago: University of Chicago 
Press. 

Khanna, Renu. 1992. [Social Action for Rural and 
Tribal Inhabitants of India (SARTHI) Project, 
Baroda, Gujurat State, India.) Personal communi- 
cation cited in Heise et al. 1994. 

Kilpatrick, D.G., C.N. Edmunds, and A.K. Seymour. 
1992. Rape in America: A Report to the Nation. 
Arlington, VA: The National Victim Center, 

King, J. et al. 1986. Programme Review of CARE MCH 
CD and SNP Title II Programme in India: Evaluation 
Report. New Delhi: U.S. Agency for International 
Development. 

Kirschstein, Ruth L. 1991. “Research on Women’s 
Health.” American Journal of Public Health 
81(3):291-293. 

Kirumira, E., A. Katahoire, A. Aboda, and Karin 
Edstrom. 1993. “Study on Sexual and Reproduc- 
tive Health in Uganda Women.” Kampala, 
Uganda: Child Health and Development Center, 
Makerere University. 

Kisekka, Mere, and B. Otesanya. 1988. “Sexually 
Transmitted Disease as a Gender Issue: Examples 
from Nigeria and Uganda.” Paper presented at the 
AFARD/AAWORD Third General Assembly, Dakar, 
Senegal, August 1988. 

Kizza, A.P., and K.O. Rogo. 1990. “Assessment of the 
Manual Vacuum Aspiration (MVA) Equipment in 
the Management of Incomplete Abortion.” East 
African Medical Journal 67:812-22. 

Koenig, M.A. et al. 1988. “Maternal Mortality in 
Matlab, Bangladesh: 1976-85.” Studies in Family 
Planning 19(2):69-80. 

Koetsawang, Suporn. 1990. “Adolescent 
Reproductive Health.” In Helen M. Wallace and 
Kanti Giri, eds., Health Care of Women and Children 
in Developing Countries. Oakland: Third Party 
Publishing Co. 

Koss, M., P. Koss, and J. Woodruff. 1991. “Deleterious 
Effects of Criminal Victimization on Women’s 
Health and Medical Utilization.” Archives of 
Internal Medicine 151:342-347. 

Krieger, Laurie, and Mohamed ElFeraly. 1991. “Male 
Doctor, Female Patient: Access to Health Care in 
Egypt.” Paper presented at the Annual Meeting of 
the National Council for International Health, 

Washington, D.C., June 23-26, 1991. 


Bibliography 117 


Kristof, Nicholas D. 1993, “Peasants of China 
Discover New Way to Weed Out Girls.” New York 
Times, July 21, 1993, p. A-1. 

Kutzin, Joseph. 1993. “Cost-Effectiveness Issues in 
Women’s Health.” World Bank, Population, 
Health and Nutrition Department, April 20, 1993, 
Washington, D.C. 

Kutzin, Joseph. 1993. “Obstacles to Women’s Access: 
Issues and Options to More Effective Interventions 
to Improve Women’s Health.” Human Resources 
Development and Operations Policy Working 
Paper, HROWP 13. World Bank, Washington, D.C. 

Kwast, Barbara. 1991. “Shortage of Midwives: The 
Effect on Family Planning.” IPPF Medical Bulletin 
25(3):1-3. 

Kwast, Barbara. 1993. “Safe Motherhood - The First 
Decade.” Paper presented at the 23rd 
International Congress of the International 
Confederation of Midwives, Vancouver, Canada, 
May 9-14, 1993. 

Labbok, M.H. 1986. “Literacy, Parity, Family 
Planning, and Maternal Mortality in the Third 
World.” Lancet II(October 11, 1986):865-866. 

LaGuardia, K.K., M.V. Rotholz, and P. Belfort. 1990. 
“A 10-Year Review of Maternal Mortality in a 
Municipal Hospital in Rio de Janeiro: A Cause for 
Concern.” Obstetrics and Gynecology 75:27-32. 

Lande, Robert. 1993. “Controlling Sexually 
Transmitted Diseases.” Population Reports Series L, 
No. 9 June 1993). 

Lande, Robert E. and Richard Blackburn. 1989. 
“Pharmacists and Family Planning.” Population 
Reports Series J, No. 37. 

Lande, Robert E. and Judith S. Geller. 1991. “Paying 
for Family Planning.” Population Reports Series J, 
ING..39. 

Lema, V.M. 1990. “The Determinants of Sexuality 
Among Adolescent School Girls in Kenya.” East 
Africa Medical Journal 67(3):191-200. 

Leslie, Joanne. 1991. “Women’s Nutrition: The Key 
to Improving Family Health in Developing 
Countries?” Health Policy and Planning 6(1):1-19. 

. 1992. “Women’s Lives and Women’s Health: 
Using Social Science Research to Promote Better 
Health for Women.” Journal of Woman’s Health 1:4. 

Leslie, Joanne, and Geeta Rao Gupta. 1989, 
“Utilization of Formal Services for Maternal 
Nutrition and Health Care.” International Center 
for Research on Women, Washington, D.C. 

Leslie, Joanne, Margaret Lycette, and Mayra Buvinic. 
1988. “Weathering Economic Crises: The Crucial 
Role of Women in Health.” In David E. Bell and 
Michael R. Reich, eds., Health, Nutrition, and 


118 Women’s Health and Nutrition: Making a Difference 


Economic Crises: Approaches to Policy in the Third 
World. Dover, England: Auburn House Publishing 
Company, pp. 307-348 

Levin, H. Poltitt, R. Galloway and J. McGuire. 
“Micronutrient Deficiency Disorders.” In Dean T. 
Jamison, W. Henry Mosely, Anthony R. Measham, 
and Jose-Luis Bobadilla, eds., Disease Control 
Priorities in Developing Countries. New York: Oxford 
University Press, pp. 421-454. 

Levin, L. et al. 1979. Self-Care: Lay Initiatives in 
Health. New York: Prodist. 

Li, Ruowei, Xuecun Chen, Huaicheng Yan, Paul 
Deurenberg, Lars Garby, and Joseph Hautvast. 
1994. “Functional Consequences of Iron 
Supplementation in Iron-Deficient Female Cotton 
Mill Workers in Beijing, China.” In American 
Journal of Clinical Nutrition 59(4):908-913 

Lindsay, Robert. 1993. “Prevention and Treatment of 
Osteoporosis.” Lancet Vol. 341 (March 27, 1993): 
801-805. 

Liskin, Laurie, E. Benoit, and Richard Blackburn. 
1992. “Vasectomy: New Opportunities.” Popula- 
tion Reports Series D, No. S. 

Liskin, Laurie, Cathleen Church, Phyllis T. Piotrow, 
and John A. Harris. 1989. “AIDS Education—A 
Beginning.” Population Reports Series L, No. 8. 

Litvack, Jenny I., and Claude Bodart. 1993. “User Fees 
Plus Quality Equals Improved Access to Health 
Care: Results of a Field Experiment in Cameroon.” 
Social Science and Medicine 37(3):369-383. 

Locay, Luis, W. Sanderson, and Ethel Carillo Weeks. 
1990. “Prenatal Care in Peru.” International 
Center for Research on Women, Washington, D.C. 

Lopez, Alan D. 1993. “Causes of Death in Industrial 
and Developing Countries: Estimates for 1985- 
90.” In Dean T. Jamison, W. Henry Mosely, 
Anthony R. Measham, and Jose-Luis Bobadilla, 
eds., Disease Control Priorities in Developing 
Countries. New York: Oxford University Press. 

McGuire, J.S., and B.M. Popkin. 1990. Helping 
Women Improve Nutrition in the Developing World: 
Beating the Zero Sum Game. World Bank Technical 
Paper 114. Washington D.C.: World Bank. 

McGuire, Judith, Rae Galloway, and The Manoff 
Group. 1993. Enriching Lives: Lessons ftom 
Micronutrient Programs. [Draft No. 5. July 6, 1993]. 
World Bank, Population, Health and Nutrition 
Department, Washington, D.C. 

McLaurin, Kate E., Charlotte E. Hord, and Merrill 
Wolf. 1991. “Health Systems’ Role in Abortion 
Care: The Need for a Proactive Approach.” Pp. 1- 
34 in Issues in Abortion Care 1. Carrboro, NC: 
International Projects Assistance Services. 


Macro International. 1992. “Adolescents in Sub- 
Saharan Africa.” Columbia, MD: IRD/Macro 
International, Demographic and Health Surveys. 

Macro International. 1993. “Indonesia Moves 
Toward Privatization of Family Planning Services.” 
Demographic and Health Surveys Newsletter 6(1):S. 

Manderson, Lenore, Jennifer Jenkins, and Marcel 
Tanner. 1993. “Women and Tropical Diseases: 
Introduction.” Social Science Medicine 37(4):441- 
443. 

Marques, Magaly. 1993. “Gente Joven/Young 
People: A Dialogue on Sexuality with Adolescents 
in Mexico.” Quality/Calidad/Qualité No. 5. New 
York: Population Council. 

Matovina, Michael. 1992. “Female Genital 
Mutilation.” Information Sheet. World Bank, 
Africa Technical Department, Gender team, 
Washington, D.C. 

Meheus, André. 1992. “Women’s Health: Impor- 
tance of Reproductive Tract Infections, Pelvic 
Inflammatory Disease and Cervical Cancer.” In 
Adrienne Germain, King K. Holmes, Peter Piot, 
and Judith N. Wasserheit, eds., Reproductive Tract 
Infections. New York: Plenum Press, pp. 61, 78-91. 

Mensch, Barbara. 1993. “Quality of Care: A 
Neglected Dimension.” In Marge Koblinsky, 
Judith Timyan, and Jill Gay, eds., The Health of 
Women: A Global Perspective. Boulder, Col.: 
Westview Press. 

Merchant, Kathleen. 1993. “New Directions in 
Policies to Improve the Nutritional Status of 
Women.” Women’s Health and Nutrition Work 
Program Working Paper Series. World Bank, 
Population, Health and Nutrition Department, 
Washington, D.C. 

Miller, A.B. 1992. “Cervical Cancer Screening Pro- 
grammes: Managerial Guidelines.” Geneva: World 
Health Organization. 

Miller, Anthony B., J. Chamberlain, N.E. Day, M. 
Hakama, and P.C. Prorok. 1990. “Report of a Work- 
shop of the UICC Project on Evaluation of Screen- 
ing for Cancer.” International Journal of Cancer 
46:761-769. 

Mora, Germaine, Claudio Betts, Jill Gay, Karen 
Hardee, Virginia Chambers and Laurie Fox. 1993. 
“Quality of Care in Women’s Reproductive Health: 
A Framework for Latin America and the 
Caribbean.” Pan American Health Organization 
(PAHO). October 11, 1993. 

Moses, S., F. Manji, J.E. Bradley, N.J.D. Nagelkerke, 
M.A. Malisa, and RA. Plummer. 1992. “Impact of 
User Fees on Attendance at a Referral Centre for 
Sexually Transmitted Diseases in Kenya.” Lancet 


340:463-66. 

Moses, S., F. Plummer, E. Ngugi, N. Nagelkerke, A. 
Anzala, and J. Ndinya-Achola. 1991. “Controlling 
HIV in Africa: Effectiveness and Cost of an Inter- 


vention in a High-Frequency STD Transmitter 


Core Group.” AIDS 5(4):407-11. 

MotherCare. 1991. “Is Perinatal Mortality a Useful 
Indicator of Maternal Mortality?” MotherCare 
Matters 2(1):9. 

Movimiento Manuela Ramos. n.d. “Rape: Can | 
Have This Child?” Lima, Peru. 

Murray, Christopher. forthcoming. “Quantifying 
the Burden of Disability: The Technical Basis for 
Disability Adjusted Life Years.” Bulletin of the World 
Health Organization. 

Murray, Christopher, and Alan Lopez. forthcoming. 
“Quantifying the Burden of Disability: Data, 
Methods, and Results.” Bulletin of the World Health 
Organization. 

Murray, Christopher, Alan Lopez, and Dean T. 
Jamison. forthcoming. “Global Burden of Disease 
in 1990: Summary Results, Sensitivity Analysis 
and Future Directions.” Bulletin of the World Health 
Organization. 

Mwabu, Germano, Martha Ainsworth, and Andrew 
Nyamete. 1993. “Quality of Medical Care and 
Choice of Medical Treatment in Kenya: An 
Empirical Analysis.” Technical Working Paper No. 
9. The World Bank, Africa Technical Department, 
Human Resources and Poverty Division, 
Washington, D.C. 

Nortman, D.L., J. Halvas, and A. Rabago. 1986. “A 
Cost-Benefit Analysis of the Mexican Social 
Security Administration’s Family Planning 
Program.” Studies in Family Planning 17(1):1-6. 

Omran, A.R., and C.C. Standley. 1976. “Family 
Formation and Maternal Health.” In Family 
Formation Patterns and Health. Geneva: World 
Health Organization, pp. 335-372. 

. 1981. “Family Formation and Maternal 
Health.” In Further Studies on Family Formation 
Patterns and Health. Geneva: World Health Organi- 
zation, pp. 271-302. 

Over, Mead, M. Ainsworth, Mujinja, Koda, Semali, 
Lwihula, and Gupta. forthcoming. Coping with 
Crisis: The Impact of AIDS on Households in Sub- 
Saharan Africa. World Bank, Washington, D.C. 

Over, Mead, and Peter Piot. 1993. “HIV Infection 
and Sexually Transmitted Diseases.” In Dean T. 
Jamison, W. Henry Mosely, Anthony Measham 
and Jose-Louis Bobadilla, eds., Disease Control 
Priorities in Developing Countries. New York: Oxford 


University Press, pp. 455-528. 


Bibliography 119 


Paltiel, Freda L. 1993. “Women’s Mental Health: A 
Global Perspective.” In Marge Koblinsky, Judith 
Timyan, and Jill Gay, eds., The Health of Women: A 
Global Perspective. Boulder, Col.: Westview Press, 
pp. 197-216. 

Pan American Health Organization (PAHO). 1992a. 
Acquired Immunodeficiency Syndrome (AIDS) in the 
Americas. Doc. PRHO/WHO/CE 109/12. 16 April 
1992. 

- 1992b. Reproductive Health in the Americas. 

Washington, D.C.: PAHO/WHO. 

. 1993. Gender, Women and Health in the 
Americas. Scientific Publication No. 541. 
Washington D.C.: PAHO/WHO. 

Panos Institute. 1989. AIDS and Children: A Family 
Disease. London: Panos Institute. 

Parker, Laurie, Geeta Rao Gupta, Kathleen Kurz, and 
Kathleen Merchant. 1990. “Better Health for 
Women: Research Results from the Maternal 
Health Care Program.” International Center for 
Research on Women, Washington, D.C. 

Parkin, D.M., E. Laara, and C.S. Muir 1988. 
“Estimates of the Worldwide Frequency of Sixteen 
Major Cancers in 1980.” International Journal of 
Cancer 41(2):184-197. 

Parkin, D.M., P. Pisani, and J. Ferlay. 1993. 
“Estimates of the Worldwide Incidence of 
Eighteen Major Cancers in 1985.” International 
Journal of Cancer 54:594-606. 

Pebley, Anne, and Sajeda Amin. 1991. “The Impact 
of a Public-Health Intervention on Sex Differen- 
tials in Childhood Mortality in Rural Punjab, 
India.” Health Transition Review 1(2):143-69. 

Piot, Peter and Jane Rowley. 1992. “Economic 
Impact of Reproductive Tract Infections and 
Resources for Their Control.” In Adrienne 
Germain, King K. Holmes, Peter Piot, and Judith 
N. Wasserheit, eds., Reproductive Tract Infections: 
Global Impact and Priorities for Women’s Reproduc- 
tive Health. New York: Plenum Publishing Cor- 
poration, pp. 227-249. 

Piotrow, Phyllis et al. 1990. “Mass Media Family 
Planning Promotion in Three Nigerian Cities.” 
Studies in Family Planning 21(S):265-274. 

Poovan, P., F. Kifle, and B. Kwast. 1990. “A Maternity 
Waiting Home Reduces Obstetric Catastrophes.” 
World Health Forum 11:440-45. 

Popular Education Research Group. 1992. Women 
Educating to End Violence Against Women. Toronto: 
Popular Education Research Group. 

Population Communication Services (PCS). 1992. 
Media and Behavior Change. Baltimore: Johns 
Hopkins University Press, PCS. 


120 Women’s Health and Nutrition: Making a Difference 


Population Crisis Committee. 1987. “Access to Birth 
Control: A World Assessment.” Population Briefing 
Paper No. 1. Washington, D.C.: Population Crisis 
Committee. 

Population Reference Bureau (PRB). 1990. Breast- 
feeding: Promoting a Natural Resource. Washington, 
D.C.: PRB. 

Population Reference Bureau (PRB). 1992. Adolescent 
Women in Sub-Saharan Africa. Washington, D.C.: 
PRB. 

Portugal, Ana Maria. 1988. “Cronica de una Viola- 
cion Provocada?” Revista Mujer/Fempress “Contra- 
violencia.” Santiago, Chile: FEMPRESS-ILET. 

Post, May T.H. 1993a. “Reproductive Tract Infec- 
tions. World Bank, Working Paper for Population, 
Health and Nutrition Department. Washington, 
D.C, 

Post, May T.H. 1993b. “Reproductive Tract 
Infections, HIV/AIDS and Women’s Health.” 
Human Resources Department and Operations 
Policy Working Paper, HROWP 15. World Bank. 
Washington, D.C. 

Post, May T.H. 1993c. “Women and HIV/AIDS.” 
World Bank, Working Paper for Population, 
Health and Nutrition Department. Washington, 
D.C. 

Potter, Linda et al. 1987. “Oral Contraceptive 
Compliance in Rural Colombia: Daily Use, 
Personal and Provider Characteristics.” Paper pre- 
sented at the Annual Meeting of the American 
Public Health Association, New Orleans, LA, 
October 19-22, 1987. 

Profamilia and Institute for Resource Development 
(IRD). 1991. Encuesta de Prevalencia, Demografia y 
Salud, 1990. Bogota, Colombia: Asociacion Pro- 
Bienestar de la Familia Colombiana and 
Columbia, Md.: IRD/Macro International, Inc. 

Raikes, Alanagh. 1990. Pregnancy, Birthing and Family 
Planning in Kenya: Changing Patterns of Behavior: A 
Health Utilization Study in  Kissi District. 
Copenhagen: Center for Development Research. 

Ras-Work, Berhane. 1989. “Female Circumcision.” 
In Elton Kessel, and Asghari Awan, eds., Maternal 
and Child Care in Developing Countries: Assessment, 
Promotion, Implementation. Switzerland: Ott Verlag 
Thun. 

Rathgeber, Eva M., and Carol Vlassoff. 1993. 
“Gender and Tropical Diseases: A New Research 
Focus.” Social Science Medicine 37(4):513-520. 

Ravindran, Sundari. 1986. “Health Implications of 
Sex Discrimination in Childhood.” 
WHO/UNICEF/FHE 86.2. Geneva: World Health 
Organization and UNICEF. 


Renteln, Alison Dundes. 1992. “Sex Selection and 
Reproductive Freedom.” Women’s Studies Inter- 
national Forum 15(3):405-426. 

Robey, Bryant et al. 1992. “The Reproductive 
Revolution: New Survey Findings.” Population 
Reports Series M, No. 11. 

Rochat, R.W. 1987. “Table 2: Estimated Lifetime 
Chance of Dying from Pregnancy-related Causes, 
by Region, 1975-84.” In Anne Starrs, ed., Preventing 
the Tragedy of Maternal Deaths: A Report on the 
International Safe Motherhood Conference, Nairobi, 
February 1987. World Bank, Population, Health 
and Nutrition Department, Washington, D.C., p. 
13. 

Rogo, K.O. 1991. “Induced Abortion in Sub-Saharan 
Africa.” Kenyatta National Hospital, Nairobi, 
Kenya. 

Rogow, D., J. Bruce, and A. Leonard. 1990. 
“Man/Hombre/Homme: Meeting Male Repro- 
ductive Health Care Needs in Latin America.” 
Quality/Calidad/Qualité No. 2. New York: Popula- 
tion Council. 

Rojanapithayakorn, Wiwat. 1992. “100 Percent 
Condom Use Seeks to Slow HIV Spread.” Network 
13:4 (May 1992). Durham, N.C.: Family Health 
International. 

Rosenfield, A. 1989. “Maternal Mortality in 
Developing Countries: An Ongoing But Neglected 
‘Epidemic’.” Journal of the American Medical 
Association 262:376-379. 

Rosenhouse, Sandra. 1989. Identifying the Poor: Is 
Headship a_ Useful Concept? World Bank, 
Washington, D.C. 

Ross, John A., W. Parker Mauldin, Steven R. Green, 
and E. Romana Cooke. 1992. Family Planning and 
Child Survival Programs as Assessed in 1991. New 
York: Columbia University, Center for Population 
and Family Health. 

Ross, John A., W. Parker Mauldin, and Vincent C. 
Miller. 1993. Family Planning and Population: A 
Compendium of International Statistics. New York: 
Population Council. 

Rovner, Sandy. 1993. “Many Toxins Target Women 
Specifically.” Washington Post Health Magazine 
June 29, 1993, p. S. 

Royston, Erika, and Sue Armstrong, eds. 1989. 
Preventing Maternal Deaths. Geneva: World Health 
Organization. 

Ruzicka, L.T., and P. Kane. 1986. “Nutritional 
Deficiencies as a Factor in Differential Infant and 
Child Mortality: The Experience of the Countries 
on the Indian Sub-Continent.” In Harald 
Hansluwka, Alan D. Lopez, Y. Porapakkham, and 


P. Prasartkul, eds., New Developments in the Analysis 
of Mortality and Causes of Death. Bangkok: World 
Health Organization, Pp. 257-294, 

Sargent, Carolyn. 1989, Maternity, Medicine and 


Power: Reproductive Decisions in Urban Benin. 


Berkeley: University of California Press. 

Saxenian, Helen. 1993. “Women’s Health Issues in 
the World Development Report 1993: Investing in 
Health.” World Bank, Population, Health and 
Nutrition Department, Washington, D.C., May 
1993. 

Schulz, K.F, J.M. Schulte, and S.M. Berman. 1992. 
“Maternal Health and Child Survival: Oppor- 
tunities to Protect Both Women and Children 
from the Adverse Consequences of Reproductive 
Tract Infections.” In Adrienne Germain, King K. 
Holmes, Peter Piot, and Judith N. Wasserheit, eds., 
Reproductive Tract Infections: Global Impact and 
Priorities for Women’s Reproductive Health. New 
York: Plenum Publishing Corporation. 

Schultz, T. Paul. 1989. “Returns to Women’s Educa- 
tion.” WPS 001. World Bank, Population and 
Human Resources Department, Washington, D.C. 

Senanayake, Pramilla. 1990. “Adolescent Fertility.” 
In Helen M. Wallace and Kanti Giri, eds., Health 
Care of Women and Children in Developing Countries. 
Oakland: Third Party Publishing Co. 

Senderowitz, Judith. 1994. “Reassessing the Passage 
to Adulthood: Issues and Strategies for Young 
Women’s Health.” World Bank Discussion Paper. 
World Bank, Population, Health and Nutrition 
Department, Washington, D.C. 

Senderov itz, Judith, and John Paxman. 1985. 
“Adolescent Fertility.” Population Bulletin 40(2). 
Sennott-Miller, L. 1989. “The Health and Socio- 
economic Situation of Midlife and Older Women 
in Latin America and the Caribbean.” In Mid-Life 
and Older Women in Latin America and the 
Caribbean. Washington, D.C.: Pan American 
Health Organization and American Association of 

Retired Persons. 

Servicio Nacional de la Mujer. 1991. Perfil de la Mujer: 
Argumentos Para un Cambio. Santiago, Chile. 

Shen, Li. 1985. “Home Prenatal Care in the Longua 
Commune.” In Women in China. Beijing. Quoted 
in APWRCN 1990. 

Sherris, J. D., and Fox, G. 1983. “Infertility and 
Sexually Transmitted Diseases: A Public Health 
Challenge.” Population Reports Series L, No. 4. 

Sherris, Jacqueline D., Elisa S. Wells, Vivien Davis Tsu, 
and Amie Bishop. 1993. “Cervical Cancer in Devel- 
oping Countries: A Situation Analysis.” Women’s 
Health and Nutrition Work Program Working Paper 


Bibliography 121 


Series. World Bank, Population, Health and Nutri- 
tion Department, Washington, D.C. 

Simmons, Ruth, Michael Koenig, and Zahidul 
Huque. 1990. “Maternal-Child Health and Family 
Planning: User Perspectives and Service Con- 
Straints in Rural Bangladesh.” Studies in Family 
Planning 21(4):187-96. July/August. 

Singh, Susheela, and Deirdre Wulf. 1990. Today’s 
Adolescents, Tomorrow’s Parents: A Portrait of the 
Americas. New York: Alan Guttmacher Institute. 

Singh, V., A. Sehgal, and U.K. Luthra. 1992. “Screen- 
ing for Cervical Cancer by Direct Inspection.” 
British Medical Journal 304 (February 29, 
1992):534-535. 

Sinnathuray, T.A. et al. 1980. “Pattern of Acute Pelvic 
Inflammatory Disease in  Abortion-related 
Admissions.” American Journal of Obstetrics and 
Gynecology 137 (7 Pt.2):868-871. 

Sloan, N.L., and E.A. Jordan. 1992. “The Prevalence 
of Maternal Anemia in Developing Countries.” 
Working Paper 7b. Arlington, VA: John Snow 
Inc./The Mother Care Project. 

Smith, Kirk R., and Liu Youcheng. 1993. “Indoor Air 
Pollution in Developing Countries.” In Jonathan 
Samet, ed., The Epidemiology of Lung Cancer. New 
York: Marcel Dekker. 

Smyke, Patricia. 1991. Women and Health. London: 
Zed Books Ltd. 

Somali Women’s Democratic Organization/Italian 
Association for Women in Development. 1990. 
“Information Campaign to Eradicate Female 
Circumcision.” 

Stansfield, Sally K., Gordon S. Smith, and William P. 
McGreevey. 1993 “Injury.” In Dean T. Jamison, W. 
Henry Mosely, Anthony R. Measham, and Jose- 
Luis Bobadilla, eds., Disease Control Priorities in 
Developing Countries. New York: Oxford University 
Press. 

Starrs, Ann. 1993. Report on Women’s Health and 
Nutrition Seminar Sponsored by the World Bank, 
Rockefeller Foundation Study and Conference Center, 
Bellagio, Italy, 17-21 May 1993. New York: Family 
Care International. 

Steketee, Richard. 1989. “Recent Findings in Peri- 
natal Malaria.” Working paper for the XIX Inter- 
national Congress of Pediatrics, July 23-28, Paris, 
France. 

Stephenson, Marcia, Marsden Wagner, Mihaela 
Badea, and Florina Servanescu. 1992. “Commen- 
tary: The Public Health Consequences of 
Restricted Induced Abortion—Lessons from 
Romania.” American Journal of Public Health 
82(10):1328-31. 


122 . Women’s Health and Nutrition: Making a Difference 


Stewart, Lindsay (International Planned Parenthood 
Federation/Western Hemisphere Region). 1993. 
(Services for Adolescents in Colombia) Personal 
communication, January 1993. 

Strauss, John, Paul Gertler, Omar Rahman, and 
Kristin Fox. 1992. “Gender and _ Life-Cycle 
Differentials in the Patterns and Determinants of 
Adult Health.” Santa Monica, CA: Rand 
Corporation and the Ministry of Health, 
Government of Jamaica. 

Strong, Michael A. 1992. “The Health of Adults in 
the Developing World: The View from 
Bangladesh.” Health Transition Review 2(2):21S- 
224. 

Sundstr6m, Kajsa. 1993. “Abortion: A Reproductive 
Health Issue.” World Bank Women’s Health and 
Nutrition Work Program Working Paper Series. 
World Bank, Population, Health and Nutrition 
Department, Washington, D.C. | 

Thaddeus, Sereen, and Deborah Maine. 1990. Too 
Far to Walk: Maternal Mortality in Context. New 
York: Center for Population and Family Health, 
School of Public Health, Faculty of Medicine, 
Columbia University. 

Tietze, C. and S. Henshaw. 1986. Induced Abortion: A 
World Review, 1986. Sixth edition. New York: Alan 
Guttmacher Institute. 

Timyan, Judith, Susan Brechin, Diana Measham, 
and Bisi Ogunleye. 1993. “Access to Care: More 
than a Problem of Distance.” In Marge Koblinsky, 
Judith Timyan, and Jill Gay, eds., The Health of 
Women: A Global Perspective. Boulder, Col.: 
Westview Press. 

Tinker, Anne. 1993. “Women, Health, and 
Development.” Paper presented at the Bellagio 
Conference on Women’s Health and Nutrition, 
May 1993, World Bank, Population, Health and 
Nutrition Department. 

Tinker, Anne, Marjorie A. Koblinsky, and others. 
1993a. Making Motherhood Safe. World Bank, 
Population, Health and Nutrition Department, 
Washington, D.C. 

Tinker, Anne, et al. 1993b. Women’s Reproductive 
Health in the Central Asian Republics. EC3HR, World 
Bank, Population, Health and Nutrition Depart- 
ment, Washington, D.C. 

Toubia, Nahid. 1993. Female Genital Mutilation: A 
Call for Global Action. New York: Women, Ink. 

Tout, A. 1989. Aging in Developing Countries. New 
York: Oxford University Press. 

Treguear, Tatiana L., and Carmen Carro. 1991. Ninas 
Madres: Recuento de una Experiencia. San José, Costa 
Rica: PROCAL. 


> 
United Nations (U.N.). 1989. Adolescent Reproductive 
Behaviour. Vol. II. Evidence from Developing 
Countries. ST/ESA/SER.A/109/Add.1. New York: 
U.N. 
. 1991a. Concise Report on the World Population 
Situation in 1991. ST/ESA/SER.A/124. New York: 
U.N. 


.1991b. The World’s Women 1970-1990: Trends 

and Statistics. New York: U.N. 

. 1993. World Population Prospects: The 1992 
Revision. ST/ESA/SER.A/135. New York: U.N. 

United Nations Administrative Committee on 
Coordination/Subcommittee on Nutrition 
(UN/ACC/SCN). 1990. Women and Nutrition. 
UN/ACC/SCN Symposium Report, Nutrition 
Policy Discussion Paper No. 6. Geneva: 
UN/ACC/SCN. 

United Nations Administrative Committee on 
Coordination/Subcommittee on Nutrition 
(UN/ACC/SCN). 1992a. Second Report on the World 
Nutrition Situation. Vol. I: Global and Regional 
Results. Geneva: UN/ACC/SCN. 

United Nations Administrative Committee on 
Coordination/Subcommittee on Nutrition 
(UN/ACC/SCN). 1992b. Second Report on the World 
Nutrition Situation. Vol. II: Country Trends, Methods 
and Statistics. Geneva: UN/ACC/SCN. 

United Nations Development Program (UNDP). 
1990. Human Development Report 1990. New York 
and Oxford, U.K.: Oxford University Press. 

. 1993. Young Women: Silence, Susceptibility and 
the HIV Epidemic. New York: UNDP HIV and 
Development Program. 

United Nations Population Fund (UNFPA). 1993. 
The State of World Population 1993. New York: 
UNFPA. 

United States Agency for International Develop- 
ment (USAID). 1991. HIV Infection and AIDS: A 
Report to Congress on the USAID Program for Preven- 
tion and Control of HIV Infection. Washington, D.C.: 
USAID. 

Van Look, Paul FA. 1990. “Postcoital Contra- 
ception.” Outlook 8:3 (September 1990):2-6. 

Victora, Cesar, Fernando Barros, Juraci Cesar, 
Bernardo Horta, and Silvia Moreira Lima. 1991. “A 
Pastoral da Crianca e a Saude Materno-Infantil em 
Dois Municipios do Maranhao.” UNICEF, Brasilia, 
Brazil. 

Villar, J. and J. Rivera. 1988. “Nutritional Supple- 
mentation During Two Consecutive Pregnancies 
and the Interim Lactation Period: Effect on Birth 
Weight.” Pediatrics 81(1)51-57. 

Vlassof, Carol. and E. Bonilla. 1992. “Gender Differ- 


‘ 
%. | 
2 * & ‘ Bibliography 123 


oman in the Determinants and Consequences of 


Tropical Diseases: What Do We Know?” Geneva: Sub-Saharan Africa. World Bank, Women in Devel- 
World Health Organization Special Programme for opment Unit, Africa Technical Department 
Research and Training in Tropical Diseases. Washington, D.C. | 
Walley, John, Bekele Tefera, and Mary Anne . 1992d. World Development Report 1992. New © 
McDonald. 1991. “Integrating Health Services: the York: Oxford University Press. | 
Experience of NGOs in Ethiopia.” Health Policy: and . 1993a. “Better Health in Africa.” World Bank 


. 1992c. WID Fact Sheet: Women and AIDS in 


Planning 6(4):327-35. Africa. Technical Department. Unpublished, 
Walsh, J., Feifer, C. Measham, A and Gertler, P. Washington, D.C. 
“Maternal and Perinatal Health.” In Dean T. - 1993b. Effective Family Planning Programs. 
Jamison, W. Henry Mosely, Anthony R. Measham, World Bank, Washington, D.C. 
and Jose-Luis Bobadilla, eds., Disease Control 1993c. World Development Report 1993: 
Priorities in Developing Countries. New York: Oxford Investing in Health. New York: Oxford University 
University Press, pp. 363-390. Press. 
Wasserheit, Judith, and King Holmes. 1992. In . 1994. Enhancing Women’s Participation in 


Adrienne Germain, King K. Holmes, Peter Piot, Economic Development. World Bank, Washington, 

and Judith N. Wasserheit, eds., Reproductive Tract Di: 

Infections: Global Impact and Priorities for Women’s World Health Organization. 1984. Biomass Fuel 

Reproductive Health. New York: Plenum Publishing Combustion and Health. Geneva: WHO. 

Corporation. - 1986. Young Peoples’ Health: A Challenge for 
Weinstein, Judith, Elizabeth Oliveras, and Noel Society. Geneva: WHO. 

MacIntosh. 1993. “Women’s Reproductive Health . 1987. “Infections, Pregnancies and Infer- 


in the Central Asian Republics.” World Bank, tility: Perspectives on Prevention.” Fertility and 
Population, Health and Nutrition Department, Sterility 47:964-68. 
Washington, D.C. . 1988. Consultation on Maternal and Perinatal 

Westoff, Charles FE 1991. “Reproductive Preferences: Infections. WHO/MCH/91.10. Geneva: WHO. 

A Comparative View.” DHS Comparative Studies 1989a. “Maternal and Child Health: 
No. 3. Columbia, MD: Macro Systems/Institute for Regional Estimates of Perinatal Mortality.” Weekly 
Resource Development. Epidemiological Record. Geneva: WHO. 

Westoff, Charles F., and Luis Hernando Ochoa. 1991. . 1989b. “Youth and Reproductive Health.” 
“Unmet Need and the Demand for Family Plan- The Health of Youth: Facts for Action. No. 6. Geneva: 
ning.” DHS Comparative Studies No. 5. Columbia, WHO. 

MD: Macro Systems/Institute for Resource . 1990a. The Health of Youth. [Final report]. 


Development. Geneva: WHO. 

White, S.M., R.G. Thorpe, and D. Maine. 1987. . 1990b. “Measuring Reproductive Morbidity. 
“Emergency Obstetric Surgery Performed by Report of a Technical Working Group, Geneva, 30 
Nurses in Zaire.” Lancet 2:612-13. August-1 September 1989.” Unpublished 

Winikoff, Beverly, Charles Carignan, Elizabeth (WHO/MCH/90.4). Geneva: WHO. 

Bernardik, and Patricia Semeraro. 1991. “Medical . 1990c. “Maternal Health and Safe Mother- 
Services to Save Mothers’ Lives: Feasible hood Programme, Progress Report: 1987-1990.” 
Approaches to Reducing Maternal Mortality.” (WHO/MCH/90.11). Geneva: WHO Division of 


Working Paper No. 4. New York: Population Family Health. 
. 1990d. “Prevention and Management of 


Council. 
World Bank. 1991. World Development Report 1991: Infertility.” Progress. No. 15. Geneva: WHO 
The Challenge of Development. New York: Oxford Special Programme of Research, Development and 


University Press. Research Training in Human Reproduction, . 

. 1992a. India: Study of Women’s Health. Report . 1990e. “Sexually Transmitted Infections 
11098-IN South World Bank Asia Country Increasing by 250 Million Annually.” Press Release 
Department II, Population and Human Resources Geneva: WHO, December 20, te 

Operations Division, Washington, D.C. . 1991a. Maternal Mortality: A Global Fact Book. 
1992b. Senegal: Women in Development Geneva: WHO. 


. Midwifery Education: Action for Safe 
trategy. AFSPH. Report No. . 1991b. Midwifery 
ee si : Motherhood. WHO/MCH/91.3. Geneva: WHO 


~ i 


124° Women’s Health and Nutrition: Making a Difference » 


Maternal and Child Health Division, Division of 
Fami ealth. ‘ 

. 1991¢. “Trained Women Health Providers: 
Their Types, Number and Deployment in 


_ Developing Countries.” 


. 1992a. Approaches to Adolescent Health and 
Development: A Compendium of Projects and 
Programmes. Geneva: WHO. 

. 1992b. Global Programme on AIDS: 1991 

Progress Report. Geneva, WHO. 

. 1992c. Women’s Health: Across Age and 

_ Frontier. Geneva, WHO. 

. 1993a. Coverage of Maternity Care: A Tabula- 

tion of Available Information. WHO/FHE/MSM/93.7 

Geneva: WHO Division of Family Health. 

-- 1993b. Global Health News and Review. Vol. 1, 

No. 2. 

. 1993c. “13 Million HIV Positive Women by 

2000.” Press Release WHO/69, 7 September 1993. 

Geneva: WHO. 

. forthcoming. “Mother and Baby Package.” 
Geneva: WHO Maternal Health and Safe Mother- 
hood Program. 

World Health Organization and UNICEF. 1992. “Low 
Birth Weight: A Tabulation of Available Infor- 
mation.” WHO/MCH/92.2. Geneva: WHO Mater- 
nal Health and Safe Motherhood Programme. 

Yinger, Nancy et al. 1992. Adolescent Sexual Activity 
and Childbearing in Latin America and _ the 
Caribbean: Risks and Consequences. Washington, 
D.C.: Population Reference Bureau. 


In ial Workforce in Developing Countries: A 
Case of Textile and Electronics Industries.” World — 
Bank, Population Health and Nutrition Depart- 
ment, Washington, D.C. ‘ 

Young, Mary Eming. 1993b. “Women’s Health 
Beyond Reproductive Age: The Picture in Devel- 
oping Countries.” World Bank Women’s Health 
and Nutrition Work Program Working Paper 
Series. World Bank, Population, Health and Nutri- 
tion Department, Washington, D.C. 

Young, M., and A. Bertaud. 1990. “A New Perspective 
in Health Planning: A Case of Tianjin.” Health 
Policy 14:139-149. 

Younis, N.H., Khattab, H. Zurayk et al. 1993. “A 
Community Study of Gynecological and Related 
Morbidities in Rural Egypt.” Studies in Family 
Planning 24(3). 

Zeng Yi et al. 1993. “Causes and Implications of the 
Recent Increase in the Reported Sex Ratio at Birth 
in China.” Population and Development Review 19:2 
June 1993):283-3-2. 

Zewdie, Debrework. 1993. “Men, Women and 
AIDS.” Paper presented at the XIIIth International 
Conference on AIDS in Africa, Marrakech, 
Morocco, December 12-16, 1993. AIDS Control 
and Prevention Project, Arlington, VA. 

Zurayk, Huda, ed. 1991. “Study on Reproductive 
Morbidity in Rural Giza: Description of Study and 
Results of First Phase of Analysis.” Population 
Council, Cairo, Egypt. 


“ni Eming. 1993a. “Health of Women in 


Cairo 


: a» * - . - 
*, a 5 ™ @ * P r 
* iis, Distributors of World Bank Publicati 
é | an ications 
— ; 
. ARGE . : 
* Carlos Hi SRL The Middle East Observer ITALY 
Cabarita Quamone 41, Sherif Street Licosa Commissionaria Sansoni SPA 
Florida 165, 4th Floor Ofe. 453/465 olp » pha ay — ale 
1533 Buenos Aires FINLAND ) 50125 Firenze. 
P susteama. parva new GUINEA, «= Da peminan Kirplaupag JAPAN 
FIJI, SOLOMON ISLANDS, SF-00101 Helsinki 10 Eastern Book Service 
’ VANUATU, AND . SAMOA Hongo 3-Chome, Bunkyo-ku 113 
D.A Information cee Tokyo. rT 
’ - Spey Road World Bank Publications 
— 66, avenue d‘léna KENYA 
75116 Paris Africa Book Service (E_A.) Ltd. 
Quaran House, Mfangano Street 
AUSTRIA GERMANY P.O. Box 45245 
« on ma Co. UNO-Verlag Nairobi 
A-1011 Wien Re a resid KOREA, REPUBLIC OF 
1 
Pan Korea Book Corporation 
BANGLADESH HONG KONG, MACAO P.O. Box 101, Kwangwhamun 
Micro Industries Development Asia 2000 Ltd. Seoul 
Assistance Society (MIDAS) 46-48 Wyndham Street 
House 5, Road 16 Winning Centre Korean Stock Book Centre 
Dhanmondi R/ Area 2nd Floor P.O. Box 34 
Dhaka 1209 Central Hong Kong ins 
u 
. _ Branch HUNGARY 
Pine View, 1st Floor Foundation for Market Economy MALAYSIA 
100 Agrabad Commercial Area Dombovari Ut 17-19 University of Malaya Cooperative 
Chittagong 4100 H-1117 Budapest Bookshop, Limited 
P.O. Box 1127, Jalan Pantai Baru 
BELGIUM INDIA 59700 Kuala Lumpur 
Jean De Lannoy Allied Publishers Private Ltd. 
Av. du Roi 202 751 Mount Road MEXICO 
1060 Brussels Madras - 600 002 INIOUS 
Apartado Postal 22-860 
DA Branch offices: 14060 Tlalpan, Mexico DF. 
Le Diffuseur 15 J.N. Heredia Marg 
151A Boul. de Mortagne Sa Bente NETHERLANDS 
Boucherville, Québec Bombay - 400 038 De Lindeboom/InOr-Publikaties 
J4BSE6 : P.O. Box 202 
we 13/14 Asaf Ali Road 7400 AE Reeayee 
Renouf Publishing Co. New Delhi - 110 002 
1294 Algoma Road NEW ZEALAND 
Ottawa, Ontario 17 Chittaranjan Avenue EBSCO NZ Ltd. 
K1B 3W8 Ee ages ape Private Mail Bag 99914 
ew Mar 
P ie. a A Jayadeva Hostel Building Auckland 
vertec Sth Main Road, Gandhinagar 
Av. Santa Maria 6400 Bangalore - 560 009 NIGERIA Pe 
Edificio INTEC, Of. 201 University Press Limi 
_ Santiago 3-5-1129 Kachiguda Three Crowns Building Jericho 
. ae Private Mail Bag 5095 
aan i . Hyderabad - 500 027 hades 
China Financial & Economic 
' Publishing House Prarthana Flats, 2nd Floor penile a 
8, Da Fo Si Dong Jie Near Thakore Baug, Navrangpura N aoe eer me 
a sealed P.O. Box 615 Etterstad 
pe Patiala House N-0602 Oslo 6 
nfoenlace Ltda. 16-A Ashok Marg 
: Apartado Aereo 34270 Lucknow - 226 001 binge 
f BogotaD.E. Mirza Book 
ss Central Bazaar Road aes 
J ‘ COTE D’TVOIRE ; 60 Bajaj Nagar P.O. page 
Centre d’Edition et de Diffusion Nagpur 440 010 — 
, Africaines (CEDA) 
BPs INDONESIA Serpe eT 
Abidjan 04 Plateau Pt. Indira Limited renin Crh 
Jalan Borobudur 20 tina t 
os 8. P.O. Box 181 
Center of Applied Research Jakarta 10320 PHILIPPINES 
hy he se Engomi ; International Book Center 
P.O. Box 2006 Kowkab Publishers alte dh 3d 
cgi Condominium Tower 1 
~* Nicosia P.O. Box 19575-511 Ayala Avenue, H.V. dela 
% Tehran si 
DENMARK Malad, Metro Manila 
_ SamfundsLitteratur IRELAND ; 
Rosenoerns Allé 11 Government Supplies Agency POLAND 
DK-1970 Frederiksberg C 45 Harcourt Road International Publishing Service 
Dublin 2 Ul, Piekna 31/37 
DOMINICAN REPUBLIC 00-677 Warzawa 
Editora Taller, C por _ ne ISRAEL 
Restauracion e Isabel Yozmot Literature Ltd. For sulucviotion ovdare: 
Apartado de Correos 2190 Z-1 P.O. Box 56055 (PS Journals 
Santo Domingo Tel Aviv 61560 Ul. Okrezna 3 
02-916 Warszawa 
EGYPT, ARAB REPUBLIC OF 
Al Ahram 
A! Galaa Street 


- 
PORTUGAL 
Livraria Portugal 
Rua Do Carmo 70-74 
1200 Lisbon * 


SAUDI ARABLAVQA 
Jarir Book S 

P.O. Box 3196 

Riyadh 11471 a’ 


SINGAPORE, TAIWAN, : 
MYANMAR, BRUNEI 

Gower Asia Pacific Pte Ltd. 

Golden Wheel Building 

41, Kallang Pudding, #04-03 
Singapore 1334 


SOUTH AFRICA, BOTSWANA 
For single titles: 
Oxford University Press 

Southern Africa 
P.O. Box 1141 J 
Cape Town 8000 


For subscription orders: 
International Subscription Service 
P.O. Box 41095 

Craighall P 
Johannesburg 2024 


SPAIN 

Mundi-Prensa Libros, S.A. 
Castello 37 

28001 Madrid 


Libreria Internacional AEDOS 
Consell de Cent, 391 
08009 Barcelona 
SRI LANKA AND THE MALDIVES 
Lake House Bookshop 
P.O. Box 244 
100, Sir Chittampalam A. 
Gardiner Mawatha 
Colombo 2 


SWEDEN 

For single titles: 

Fritzes Fackboksfo 
Regeringsgatan 12, Box 16356 
S-103 27 Stockholm 


For subscription orders: 
Wennergren-Williams AB 
P. O. Box 1305 

S-171 25 Solna 


SWITZERLAND : 
For single titles: 

Librairie Payot 

Case postale 3212 

CH 1002 Lausanne 


For subscription orders: 
Librairie Payot 

Service des Abonnements 
Case postale 3312 

CH 1002 Lausanne 


THAILAND 
Central 

306 Silom Ri 
Bangkok 5. 


TRINIDAD & TOBAGO, ANTIGUA 
BARBUDA, BARBADOS, 
DOMINICA, GRENADA, GUYANA, 
JAMAICA, MONTSERRAT, ST. 
KITTS & NEVIS, ST. LUCIA, 

ST. VINCENT & GRENADINES 
Systematics Studies Unit 
#9 Watts Street = * 
Cu 

Trinidad, West Indies ~ 


t Store 


UNITED KINGDOM 
_Microinfo Ltd. 

P.O, Box 3 

Alton, Hampshire GU34 2PG 


England 


wa 


~ 


Recent World Bank Discussion Papers (continued) 1 * 


_ 228 
. 229 
. 230 
231 
_ 232 
233 


. 234 
205 


. 236 
. 237 
. 238 
. 239 
. 240 
. 241 


. 242 


. 243 


. 244 


. 245 
. 246 
. 247 


. 248 


. 249 


. 250 
251 
5 22 
- 253 


. 254 
ws). 


Portfolio Investment in Developing Countries. Edited by Stijn Claessens and Sudarshan Gooptu - ’ 
An Assessment of Vulnerable Groups in Mongolia: Strategies for Social Policy Planning. Caroline Harper 
Raising the Productivity of Women Farmers in Sub-Saharan Africa. Katrine Saito 

Agricultural Extension in Africa. Aruna Bagchee 

Telecommunications Sector Reform in Asia: Toward a New Pragmatism. Peter L. Smith and Gregory Staple 
Land Reform and Farm Restructuring in Russia. Karen Brooks and Zvi Lerman 


Population Growth, Shifting Cultivation, and Unsustainable Agricultural Development: A Case Study in Madagascar. 
Andrew Keck, Narendra P. Sharma, and Gershon Feder 


The Design and Administration of Intergovernmental Transfers: Fiscal Decentralization in Latin America. 
Donald R. Winkler 


Public and Private Agricultural Extension: Beyond Traditional Frontiers. Dina L. Umali and Lisa Schwartz 
Indonesian Experience with Financial Sector Reform. Donald P. Hanna 

Pesticide Policies in Developing Countries: Do They Encourage Excessive Use? Jumanah Farah 
Intergovernment Fiscal Relations in Indonesia: Issues and Reform Options. Anwar Shah and Zia Qureshi 
Managing Redundancy in Overexploited Fisheries. Joshua John 

Institutional Change and the Public Sector in Transitional Economies. Salvatore Schiavo-Campo 


Africa Can Compete!: Export Opportunities and Challenges for Garments and Home Products inn the U.S. Market. Tyler 
Biggs, Gail R. Moody, Jan-Hendrik van Leeuwen, and E. Diane White 


Liberalizing Trade in Services. Bernard Hoekman and Pierre Sauvé 


Women in Higher Education: Progress, Constraints, and Promising Initiatives. K. Subbarao, Laura Raney, Halil 
Dundar, and Jennifer Haworth 


What We Know about Acquisition of Adult Literacy: Is There Hope? Helen Abadzi 
Exploiting Information Technology for Development: A Case Study of India. Nagy Hanna 
Improving the Transfer and Use of Agricultural Information: A Guide to Information Technology. Willem Zijp 


Outreach and Sustainability of Six Rural Finance Institutions in Sub-Saharan Africa. Marc Gurgand, Glenn Pederson, 
and Jacob Yaron , 


Population and Income Change: Recent Evidence. Allen C. Kelley and Robert M. Schmidt 


Submission and Evaluation of Proposals for Private Power Generation Projects in Developing Countries. Edited by Peter 
A. Cordukes 


Supply and Demand for Finance of Small Enterprises in Ghana. Ernest Aryeetey, Amoah Baah-Nvakoh, Tamara 
Duggleby, Hemamala Hettige, and William F. Steel 


Projectizing the Governance Approach to Civil Service Reform: An Environment Assessment for Preparing a Sectoral 
Adjustment Loan in The Gambia. Roger F. Pinto 


Small Firms Informally Financed: Studies from Bangladesh. Edited by Reazul Islam, J. D. Von Pischke, and J. M. 
de Waard 


Indicators for Monitoring Poverty Reduction. Soniya Carvalho and Howard White 


Violence Against Women: The Hidden Health Burden. Loni L. Heise, Jacqueline Pitanguy, and Adrienne Germain 


The World Bank 


Headquarters 


1818 H Street, N.W. 


Washington, D.C. 20433, U.S.A. 


Telephone: (202) 477-1234 
Facsimile: (202) 477-6391 
Telex: MCI 64145 WORLDBANK 


MCI 248423 WORLDBANK 


Cable Address: 


INTBAFRAD ~ 
WASHINGTONDC 


> 
_- 


P ; - 
« * 
> * 
European Office aa Tokyo Office » 
66, avenue d’Iéna_ . Kokusai Building 
75116 Paris, France 1-1 Marunouchi 3-chome 
. Chiyoda-ku, Tokyo 100, Japan 2 7 
Telephone: (1) 40.69.30.00 7 
Facsimile: (1) 40.69.30.66 Telephone: (3) 3214-5001 
Telex: 640651 Facsimile: (3) 3214-3657 
Telex: 26838 
*; 
. 
‘a 
\ 
° 
3299 FAN 100 


100 
*g312- 2991-xX 
“7 ig & NUTRITT 


a 


ISBN 0.213.550 


